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Figure 2: Calgary’s Family System of Care
Client Pathways
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Theory of Change: Sustainable Families uses the Sustainable
Livelihoods framework from a strength-based and solution-focused
perspective. Supporting families in a holistic and client-centered way
to increase their diverse assets increases the personal and practical
resources they have available to address life’s challenges. Within that
process, the program supports families to develop service plans,
provides in-home and wrap-around supports, and connects them to
community resources in order to support the development of their
assets and resilience. The increase in assets and access to resources
in turn promotes their capacity to navigate challenges, retain
housing long-term and move out of homelessness permanently.

- Aspen Sustainable Families ' .




Evaluating and Measuring Success

The strength of our Homeless-Serving System of Care resides in the knowledge and expertise of the agency
partners to deliver the highest quality care to those we serve. As system planner for Calgary's Homeless-Serving
System of Care, Calgary Homeless Foundation is a high-integrity organization that is diligent and committed to
evidence-informed decision making. CHF is transparent in how funding decisions are made, and is agency neutral.
All programs are evaluated fairly and consistently according to agreed upon measurements that are designed to
make the greatest impact in our community.

The following section outlines the tools used to measure and evaluate not only program performance, but system
performance. These tools work to establish a common language that supports the system planning framework;
measures progress along the common agenda of ending homelessness; enables greater alignment among the
goals of different organizations; encourages more collaborative problem-solving; and becomes the platform for an
ongoing learning community that gradually increases the effectiveness of all participants in the Homeless-Serving
System of Care.

Performance Management

The vision for performance measurement is the overall Indicators (KPIs) align with system goals and are used
effectiveness and efficiency of the Homeless-Serving by agencies to inform practice through regular review
System of Care. The desired objective, as system of data. Knowledge gaps are identified by KPIs and
planner, is to make the biggest impact with funding Communities of Learning are convened where agencies
investment directed towards our collective goal of can share best practices and learnings on a particular
ending homelessness in Calgary. sub-population or indicator. Pilot projects or program
changes are driven by best practices. These would
Our approach for performance measurement is ultimately influence funding decisions, ensuring they are
based on the belief that the skills, knowledge and transparent and align with larger system goals and are
expertise for improving the Homeless-Serving System based on programs that meet or exceed performance
of Care is found in the community. Key Performance expectations.

Performance Management Components

Key Performance Communities of

Indicators Learning

+ Performance Measures + Organized around
that align with system areas of learning /
goals knowledge gaps as

+ Used by agencies to identified by KPIs
inform practice + Self-convening groups

* Regular (quarterly) driven by shared
review of indicators knowledge and the
and benchmarks desire to improve

performance
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Program Performance

+ Pilot projects or
program changes
catalyzed by shared
learnings

+ Community driven
desire for program and
system improvement

Funding Decisions

+ Transparent decision-
making based on
program performance
and alignment with
system goals
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Homeless Management Information System

The Homeless-Serving System of Care selected a
web-based system (HMIS) for reporting performance,
measuring outcomes, coordinating and integrating the
efforts of the homeless serving agencies within the
community.

Logic Model

The logic model and building blocks of performance
measurement within the system framework include:

Logic Model Flow Chart

A Homeless Management Information System (HMIS)
is a local information technology system used to collect
client-level data, data on the provision of housing

and services to homeless individuals and families and
persons at risk of homelessness.

* Inputs

o Activities
e Outputs
e Outcomes
* Impact

Goal: To build a high-performing system that stably houses chronic and episodic individuals and families
experiencing homelessness and is refelctive iof and responsive to Calgary's unique contex as well as evidence
inspired best practices

ASSUMPTIONS
OR INFLUENTIAL
FACTORS

INPUTS ACTIVITIES

Effective and
efficient
evidence-based
programs

Evidence
Inspired

activities for
funded programs
vary by program
type depending
on sub-population
served.

There are 3 major
contributors to thi
size of a city's Funding
homeless populati

* Macroeconomic:
* Public Policy

Intention:
* Local Resources

Partnerships

Build Knowledge

This model is base
CHF's role as fund about what
activities best
work to achieve
the desired
outcomes and
impacts and
share these
through
communities of
learning.

Housing First is a
effective approach
providing housing
stability for most
people experienci
chronic and episo
homelessness.

Coordinated
Access &
Assessment

Training &
Capacity
Building

This logic model was developed and updated by
individuals with broad expertise through collaboration
and consultation with a community focus group. The
target population identified continues to be individuals
and families experiencing chronic and episodic
homelessness. The goal being a high-performing
system that stably houses chronic and episodic
individuals and families experiencing homelessness,
(which is reflective of and responsive to Calgary’'s unique
context), as well as evidence inspired best practices.

OUTPUTS OUTCOME IMPACT

Number of clients
housed within a
program for a certain
time period

Number of clients
exiting programs into
housing

Number of clients

that report feeling:

+ Connected to a
community/sense
of belonging, can
include
cultural/spiritual

Clients will remain

stably housed Housing stability

for individuals and
families
experiencing
chronic and

supports;

+ Financially Secure
+ A strong
therapeutic
alliance with their
case manager;

+ Safe; and

+ Satisfied with the
quality of their
housing

episodic
homelessness

*Ultimate goal is
independance from
the system

Assumptions underpinning the model are:

+ There are three major contributors to the size of
Calgary's homeless population: macro-economic
factors, the social welfare system and system
responses, some of which are beyond CHF's control;

+ CHF's role as system planner and funder of
outcomes/impacts;

+ Housing first is an effective approach for providing
housing stability for most people experiencing

chronic and episodic homelessness.
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As system planner, CHF invests funding in effective and efficient evidence-based programs; coordinates training
to build capacity amongst the homeless-serving sector; fosters community service networks, collaborations and
partnerships with agencies and related systems such as health and justice; and supports coordinated access.

These inputs fuel activities undertaken by funded agencies. The model does not prescribe specific activities as
these will vary depending on the sub-population served. (E.g.: youth activities will be different from families, etc.)
The intent is that agencies will innovate about what activities work best to achieve the desired outcome/impact
and these will be shared through communities of learning. The greatest desired outcome is that clients will remain

stably housed.

These are measured by:

« Number of clients housed within a program for a certain time period;

« Number of clients exiting programs into housing; and

* Number of clients that report feeling:

0 connected to a community/sense of belonging, can include cultural/spiritual supports;

o financially secure

0 a strong therapeutic alliance with their case manager;

o safe; and
o satisfied with the quality of their housing.

Housing Stability Indicators

Quantitative and qualitative indicators were developed
to measure housing stability. For the quantitative set,
historical HMIS data was used to analyze exit outcomes
to determine the length of time an individual or family
should be housed within a program to be considered
“stably housed.” For the qualitative set, a literature scan
was completed to develop a survey tool containing five
domains with two questions each in order to measure
housing stability. These included: financial stability,
sense of belonging/community, relationship with worker
and/or team, perception of safety and quality

of housing.
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“It’s exciting to see the cooperation and
synergy evolving to a point that our urban
aboriginal community benefits across
all sectors of society. Calgary Homeless
foundation, through its own efforts, has
provided both stewardship and leadership
linked to our indigenous communities
healing paths. | see firsthand those
authentic, traditional values influencing
key relationships today which impact for
the better, our aboriginal families ...this
is one example of the fundamentals of
reconciliation, unfolding in real time”

Mark Laycock - CEO Metis Calgary Family
Services Society

Program Performance Indicators

General program performance is measured using
indicators for program metrics and indicators for Co-
ordinated Access and Assessment (CAA).

Program metrics indicators include:

+ Occupancy: percentage of active clientsin a
program; and
+ Housed: percentage of housed clients in a program.

CAA indicators include:

+ Program referral: number of clients referred
to program

+ Accepted Referral: number of clients accepted
into program

+ Average SPDAT score of accepted referral
to program

+ Rejected Referral: number of clients not accepted
into program
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Benchmarks

Housing programs are grouped into similar categories
based on sub-population for comparative purposes

- singles, youth, and families. Each sub-population is
further categorized, (when it applies), based on: case
management type, harm reduction approach, housing
model used, (place-based or scattered site), and acuity
of individuals served. Benchmarks are determined by
cohort and are set at a certain percentage above the
average of the previous year's performance by analyzing
historic HMIS program data.

~

Women make up a significant and growing
percentage of the homeless populations
and the reality is that women experience
homelessness differently from men. Women
are more vulnerable without a safe place
to call home. In 2016 YW Calgary released
its groundbreaking Practice Framework
which articulates our stance on violence
against women, poverty and homelessness
with a set of principles guiding our team.
The Practice Framework principles are:
safety first; violence-informed and trauma
sensitive approach; women-centered and
feminist-based frameworks; intersectional
and anti-oppressive approaches; inclusive,
low-barrier services; harm reduction
approach and support for women as
mothers: linking the safety and well-being
of women and their children. The Practice
Framework informs our work and challenges
us to understand and acknowledge the
oppression, inequity and constrained
choice that women experience. As defined
in our Practice Framework, we believe
women and their children have the right to
safe, appropriate and affordable housing,
education, childcare and economic security.

“Women are more vulnerable without
a safe place to call home and have a
unique experience with homelessness.
The Family System Planning Framework
captures the need for tailored
responses to chronic homelessness that
supports those most vulnerable.”

- Heather Morley, VP Programs & Services
YW Calgary
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Evaluative Scorecard Process

Through the quantitative and qualitative data that is
gained through the KPI's within each program, (and

at CAA), a scorecard has been developed to evaluate
programs. Programs are grouped together in cohorts.

Cohorts are created with the following considerations:
sub-population, acuity, and program type.

There are nine categories that are evaluated within the
scorecard including:

* Occupancy: number of clients accepted into the
housing program

* Housed: number of clients currently housed in
the program

* Positive Exit: when a client leaves the program, it is
for a positive reason (often referred to as a positive
graduation)

* Income at Positive Exit: the client has a stable
income when positively exiting a program

e Cost per Client: the amount of funding a program
receives per client

* Financial Variance: variance within program as
compared to sub-population

* Contract Compliance: all contractual obligations
are met, including but limited to reporting

* Participation in CAA: attendance and participation
at placement committees

* Program Alignment with Calgary’s Plan to End
Homelessness: priorities and objectives set out in
the plan

For a more detailed description of the Scoreboard
Process, refer to CHF's Performance Management
website at: http://calgaryhomeless.com/agencies/key-
performance-indicators/

20



Communities of Learning

A Community of Learning (COL) is a collaborative
approach that encourages our partners to share and
promote knowledge, education and development in
the homeless serving sector. Promising practices are
identified, tested or emerge organically at the front line
of service delivery. Our system has chosen to mobilize
the expertise and knowledge of front line staff and
provide a platform to share the promising practices to

all partners in our homeless-serving sector and beyond.

In the realm of the homeless-serving sector, COLs

are essential to identifying, developing, sharing and
integrating programming and best-practices to serve
our community in a well-informed and effective way.
The quantitative and qualitative key performance
indicators, (previously described), help establish
knowledge gaps to develop best practices within
program types and sub-populations. The summation
of all this work is an evolving system aimed to achieve

quality improvement and success for those we serve.

Conclusion

By working together to improve system knowledge, coordination and integration, (with a
strong emphasis on data, evaluation and evidence-based decision making), the picture painted
by the System Planning Framework is bright. The framework positions our community to
deliver sustainable interventions that are tailored to the specific needs of an increasingly

diverse population; leverage resources; reduce redundancies; enhance services; demonstrate
desired system, program and client outcomes; and more effectively respond to system gaps -

making our goal of ending homelessness achievable.

 role to play in ending homelessness

CUPS - Key Case Management - Program Logic Model Outcomes

Short-Term Outcomes

Mid-Term Outcomes

Long-Term Outcomes

Survive

Recover

Thrive

Transition Phase

Try Out Phase

Transfer of Care

Individuals housed and basic needs
assessed

Increased monthly income
Individuals learn skills and resources to

help maintain housing stability
Increased meaningful daily activity

Individuals are connected to community-based
resources depending on need.

Individuals are actively engaged in testing different
networks to determine best fit.

Individuals exhibit greater housing stability.

Individuals begin to stabilize within housing (meet
lease obligations).

Decreased use of inappropriate public services (e.g.,
justice and health)

Individuals understand different roles
of established community-based
supports and access those resources
independently.

Individuals have adequate financial
resources to meet financial obligations
of lease.

Individual are stable in housing.

Individuals are healthier and more
engaged in meaningful daily activities.

21




& Calgary Homeless

o FOUNDATION

Term
Absolute

Acuity

At-Risk of Homelessness

Available Spaces

Chronically Homeless

Coordinated Access and
Assessment

Disabling Condition

Eligibility Requirement
Program

Family Emergency Shelter

Episode of Homelessness

Episodically Homeless
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Definition

Those living on the street with no physical shelter of their own, including
those who spend their nights in emergency shelters.

An assessment of the level of complexity of a person’s experience. Acuity is
used to determine the appropriate level, intensity, duration, and frequency
of case managed supports to sustainably end a person’s or family’s
homelessness.

A person or family that is experiencing difficulty maintaining their housing
and has no alternatives for obtaining subsequent housing. Circumstances
that often contribute to becoming at-risk of homeless include: eviction; loss
of income; unaffordable increase in the cost of housing; discharge from

an institution without subsequent housing in place; irreparable damage or
deterioration to residences; and fleeing from family violence.

The number of program spaces to be filled through Coordinated Access and
Assessment at Placement Committee.

Those who have either been continuously homeless for a year or more, or
have had at least four episodes of homelessness in the past three years.

In order to be considered chronically homeless, a person must have been
sleeping in a place not meant for human habitation (e.g., living on the streets)
and/or in an emergency homeless shelter. People experiencing chronic
homelessness face long term and ongoing homelessness related to complex
and persistent barriers related to health, mental health, and addictions.

A single place or process for people experiencing homelessness to access
housing and support services. It is a system-wide program designed to meet
the needs of the most vulnerable first and creates a more efficient homeless
serving system by helping people move through the system faster, reducing
new entries to homelessness, and improving data collection and quality to
provide accurate information on client needs.

A diagnosable substance use disorder, serious mental illness, developmental

disability, or chronic physical iliness or disability, including the co-occurrence

of two or more of these conditions. A disabling condition limits an individual's
ability to work or perform one or more activities of daily living.

This program has eligibility requirements, but does not dramatically impact
the flow from Coordinated Access and Assessment, as these requirements
could be changed in the next contract cycle.

Any low-barrier street level facility with the primary purpose of providing
temporary accommodations and both essential services and wrap-around
services (as defined in this document).

An episode of homelessness consists of a minimum of one (1) night of
homelessness. Thirty consecutive days of non-homelessness must lapse
before a new experience of homelessness is considered to be the start of a
new episode of homelessness. Any stays that are separated by less than thirty
days are considered to be part of a single episode.

A person who is homeless for less than a year and has fewer than four
episodes of homelessness in the past three years. Typically, those classified as
episodically homeless have reoccurring episodes of homelessness as a result
of complex issues such as addictions or family violence.
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Term
Family Unit

Flow

Funded Program Spaces

Harm Reduction

Homeless Management
Information System (HMIS)

Homeless

Housing First

Length of Housing Stability
Length of Stay (LoS)
Length of Stay in
Homelessness

Low Barrier Program

Occupancy

Definition

Family units experiencing homelessness are not necessarily defined by
lineage or traditional relationships. The family unit may be defined as ones
primary social group. Biological families are a group of people affiliated either
by lineage, affinity (by marriage or any other relationship like siblings families
etc.), or co-residence or some combination of these. Informal social support
relationships, where individuals identify as family members that form families
within a community that is fluid. Women who are pregnant and expecting to
parent or a parent whose children are in temporary care by foster or kinship.

Refers to the number of clients that will naturally cycle throughout the
program, allowing more spaces for new clients.

Refers to funded spaces in a Housing First Program. Includes spaces for
physical housing as well as for case management, rent supplements, and
client supports.

Refers to policies, programs, and practices that seek to reduce the adverse
health, social, and economic consequences of the use of legal and illegal
substances and risky sexual activity and poor parenting skill. With regards to
family homelessness programs such as positive parenting, positive discipline
round out the harm reduction measures as this programming seeks to reduce
the harm that occurs to familial relationships and child neglect/abuse by
educating parents to the use of affirmative family relationship building and
supporting children’s development.

Harm reduction is a pragmatic response that focuses on keeping people safe
and minimizing death, disease and injury associated with higher risk behavior,
while recognizing that the behavior may continue despite the risks (BC Centre
for Disease Control, 2011).

An electronic database that collects and securely stores information about
Calgary's homeless population throughout Calgary's System of Care.

Those who do not have safe, stable, affordable, appropriate, permanent
housing to which they can return whenever they choose, or the immediate
prospect, means, and ability of acquiring it.

Adopting a Housing First approach for families means that permanent
housing is provided directly from homelessness, along with needed support
services reflective of the needs of the children in the home. Support services
may include intensive medical, psychiatric and case management services
including life skills training, landlord liaison assistance and addictions
counseling, childcare and support services in schools, parenting assistance
and skill development. Addressing these needs through support services
helps people maintain their housing over the long term.

In housing programs, calculated as the number of days between program
entry date and program exit date.

The cumulative number of days a client or household is enrolled in a
residential program per episode.

The number of days in a homeless episode. The type of homelessness/shelter
situation may vary significantly within the episode.

These programs accept any clients from Coordinated Access and Assessment
if space is available.

Represents the number of clients accepted into the housing program,
based on Shelter Point. Occupancy does not refer to the number of people
housed. For example, scattered-site programs accept clients and then begin
the housing search. Thus, clients can be in a program and receiving case
management while they remain in homelessness. For full programs, this
population represents approximately 20-30% of their occupancy.
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Term
Outreach

Permanent Supportive
Housing

Place-Based Housing
Primary Prevention

Rapid Rehousing Programs

Recidivism

Relative

Scattered Site Housing

Service Prioritization Decision
Assessment Tool (SPDAT)

Sober Programs

Successful Housing Outcomes

Supportive Housing
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Definition

Outreach programs provide basic services and referrals to chronically
homeless persons living on the streets and can work to engage this
population in re-housing.

Long term housing for people experiencing homelessness with deep
disabilities (including cognitive disabilities and unresolved exposure to
trauma) without a length of stay time limit. Support programs are made
available, but the program does not require participation in these services to
remain housed.

Refers to physical housing with program supports for individuals with high
acuity.

The first level of prevention, focused on preventing new cases of
homelessness or ‘closing the front door’ to the shelter.

Provide targeted and time-limited financial assistance, system navigation, and
support services to individuals and families experiencing homelessness in
order to facilitate their quick exit from shelter and obtain housing.

The rate in which a client receives a positive housing outcome and returns to
shelter or rough sleeping.

Those living in spaces that do not meet the basic health and safety standards
including protection from the elements; access to safe water and sanitation;
security of tenure and personal safety; affordability; access to employment,
education and health care; and the provision of minimum space to avoid
overcrowding.

Individual housing units located around Calgary and area that are owned by
the Calgary Homeless Foundation and are used to provide housing for those
experiencing homeless.

An assessment tool to determine client placement based on the level of
need. The SPDAT looks at the following: self-care and daily living skills;
meaningful daily activity; social relationships and networks; mental health
and wellness; physical health and wellness; substance use; medication;
personal administration and money management; personal responsibility
and motivation; risk of personal harm or harm to others; interaction with
emergency services; involvement with high risk and/or exploitative situations;
legal; history of homelessness and housing; and managing tenancy.

These programs require sobriety of clients. Thus, they have multiple barriers
and restrictions and often serve low acuity clients due to the eligibility
parameters. For example, the client must: be sober for a certain amount of
days prior to entry and have an income of $1000 or a clean criminal record.

The positive destination for a client leaving a program. Positive destinations
vary depending on the type of program the client is exiting. For instance, a
client leaving a Housing & Intensive Supports program only has a positive
outcome if they are going to own their own place, rent a place, or stay with
family for a permanent tenure.

Supportive Housing provides case management and housing supports to
individuals and families who are considered moderate to high acuity. In
Supportive Housing programs, the goal for the client is that over time and
with case management support, the client(s) will be able to achieve housing
stability and independence. While there is no maximum length of stay in
Supportive Housing programs, the housing and supports are intended to

be non-permanent as the goal is for the client to obtain the skills to live
independently, at which point the client will transition out of the program and
into the community, where they may be linked with less intensive community-
based services or other supports.
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Term

System of Care

System Planning

Transitionally Homelessness

Triaging

Wrap-Around Supports

Youth Homelessness

Definition

A local or regional system for helping people who are homeless or at
imminent risk of homelessness. A system of care aims to coordinate
resources to ensure community level results align with strategic goals and
meet client needs effectively. Calgary’'s system of care is composed of eight
program types: housing loss prevention, coordinated access & assessment,
emergency shelter, rapid rehousing, supportive housing, permanent
supportive housing, Graduated Rental Assistance Initiative, Affordable
Housing.

Creating a system of navigation for accessing services from many different
agencies, resulting in a system of care.

Homeless for the first time (usually for less than three months) or has had less
than two episodes in the past three years. The transitionally homeless tend

to enter into homelessness as a result of economic or housing challenges and
require minimal and one time assistance.

The process for determining the priority of clients based on the severity of
their condition.

Services that help address a homeless individual's underlying causes of
homelessness. These support services include medical and psychiatric case
management, life skills training, landlord liaison assistance, and addictions
counseling.

A homeless youth is an unaccompanied person age 24 and under lacking a
permanent nighttime residence. They can be living on the street, in shelters,
couch surfing, in unsafe and insecure housing, and living in abusive situations.
They may also be about to be discharged without the security of a regular
residence from a care, correction, health, or any other facility.
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Appendix A: Calgary’s Family System of Care

Prevention Services

Emergency Shelters

Defined as:

An Emergency Shelter is

any facility with the primary
purpose of providing
temporary accommodations
and essential services for
homeless individuals.

Transitional Housing

Defined as:

Transitional housing is an
intermediate step between
emergency shelter and
permanent housing. It is
more long-term, service-
intensive and private than
emergency shelters, yet
remains time-limited.

2017 CHF Funded Programs

Agency Program

The Brenda [ Brenda's House
Stratford
Foundation

Children’s
Cottage

Homebridge

Society

Agency Program
The YW Mary Dover
House

Coordinated Access and
Assessment (CAA)




Non-Market Housing & Adaptive Case Supportive Housing Permanent Supportive
Graduated Rent Subsidy Management Housing

2017 CHF Funded Programs
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Main Office
O’Neil Towers
Suite 308, 925 7 Ave SW
Calgary, AB T2P 1A5

403.237.6456

@ info@calgaryhomeless.com
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