
Onboarding Essentials: Introduction to the 
Continuum of Care and 

the Homeless Response System



The People We Serve

Homelessness is not a demographic. 

Homelessness is not a characteristic. 

Homelessness is an experience. 



The People We Serve

•The homeless. Campers. People living on the street.

•Consumers

•Clients

•Participants

•Guests

•Residents

•Persons with lived /living experience (PLE)

•People with lived / living expertise (PLE)

•People experiencing or at risk of homelessness



Modern History of Homelessness

THEN 1970-1990

•Rental housing construction decreases, disinvestments in public housing

•Changes to perceptions and requirements in receiving welfare

•Deinstitutionalization 

bh² aƛŘ мффлǎ ǘƻ нлнмΧ

•Shift towards ending homelessness from managing homelessness

•Federal investment in homeless services HUD, VA, HHS-SAMHSA, PATH

•10 Year Plans to End Homelessness – USICH

•HEARTH Act 2009 and Continuum of Care Interim Rule 2012 – Codify the establishment and 
responsibilities of CoC bodies



Who do we count as homeless?

For most of our work, we follow the federal US Department of Housing and Urban 
Development (HUD) definition:

•People spending the night in a place not meant for human habitation outdoors, 
abandoned buildings, vehicles not meant for overnight stay – unsheltered 
homelessness (UN)

•People spending the night in a designated emergency shelter or staying in a 
hotel/motel where the lodging is paid for by a non-profit (ES)

•People enrolled in a transitional housing program (short stay) with no lease for 
the purpose of a temporary accommodation(TH)



Who do we NOT count as homeless?

•People doubled – up with family or friends or living in overcrowded housing.

•People living in RVs or other vehicles accommodating overnight stay.

•Though people may enter incarceration, institutional setting while experiencing 
homelessness, generally those nights in institutional care are not counted as days 
homeless.

NOTE: There are variations in the definition in homelessness for the purpose of 
eligibility for programs depending on the funding source (the VA, HHS, Department 
of Education)



Definitions of Homelessness - HUD

Category 1: 
Literally Homeless

Category 2: 
Imminent Risk of 

Homelessness

Category 3: 
Homeless Under 

Other Federal 
Definitions

Category 4:  
Fleeing / 

Attempting to Flee 
Domestic Violence

Source: HUD definition criteria and recordkeeping (documented verification) requirements.

https://www.hudexchange.info/resource/1974/criteria-and-recordkeeping-requirements-for-definition-of-homeless/


Categories of Homeless Tracked by HUD

Chronically Homeless (CH)
To be counted as a chronically homeless adult or family head of household, a 
person must:

1. be currently homeless (unsheltered or in an emergency shelter or Safe Haven 
only); AND

2. have experienced long-term homelessness (only including unsheltered or 
emergency shelter or safe haven stays) of 365 days continuous OR homeless 4 
times in 3 years where the total time homeless of 12 months or more; AND

3. be disabled (the disability must be for a long-continuing or indefinite 
duration, substantially impede the individual's ability to live independently, and 
could be improved by the provision of more suitable housing conditions). 



Categories of Homeless Tracked by HUD

•Individual Adults

•Veterans

•Households with children

•Youth – Transitional Aged Youth aged 18-24

•Unaccompanied Youth (17 and under)

•Parenting Youth



Experience of Homelessness in USA

NOTE:  2020 was the 
first year since 
conducting point in 
time counts that the 
number of 
unsheltered 
individuals was greater 
than sheltered in the 
United States.

Source: HUD Annual Homeless Assessment Report



Experience of Homelessness in Raleigh Wake



What is a Continuum of Care – CoC?
•The CoC Program Grant – aka “CoC Grant” or “CoC funds” This refers to the 

specific annual HUD federal grant funds.

•The CoC – aka “CoC Board” This refers to the coordinating governing body that is 

expected to address homelessness through a coordinated community ‐ 

based process of identifying needs and building a system of housing and 

services that meet those needs. The CoC Board is a requirement for Raleigh/Wake 

to apply for the “CoC Grant”

•The CoC Lead Agency – aka Raleigh / Wake Partnership This refers to the lead 

agency identified by the CoC Board to carry out the operational needs of the CoC. 

The CoC Lead Agency serves as the “collaborative applicant” conducting the CoC 

Program Grant annual local competition and applying for CoC funds.



CoC Geographic Regions In North Carolina

NC-507 – Raleigh / Wake County Continuum of Care



Mission and Vision of the CoC

Mission

The Raleigh/Wake CoC plans, develops, and implements 

comprehensive and coordinated strategies across funding 

sources and systems to address homelessness in 

Raleigh/Wake County.

Vision

The vision of the Raleigh/Wake CoC is to ensure that 

homelessness is rare, brief, and non-recurring. We will

achieve this vision through our shared values and actions.



Values of the CoC

Housing First: We recognize that housing is a human right and will not require pre-

conditions for access to housing.

Trauma-Informed: We will use trauma-informed practices in how we work 

together and serve people experiencing homelessness.

Equity and Justice: We work to eliminate discrimination so that race, ethnicity, 

gender identity, or sexual orientation are not predictors of who becomes 

homeless or predictors of outcomes within the homeless system. We are

committed to re-envisioning just systems to prevent and end homelessness.

Leadership by People with Lived Experience: We will be accountable to people 

experiencing homelessness and ensure there are meaningful and

accessible ways to participate in shaping decisions.



Values of the CoC

Transparency: We believe in being transparent with people experiencing 
homelessness and ourcommunity.

Efficiency: We implement efficient systems that help people experiencing 
homelessness get housing as quickly as possible because every day a person spends 
unhoused is a day too many.

Collaboration: We know working together is better than working alone.

Client-Driven: We believe that people experiencing homelessness are experts in 

their own lives and thatservice providers’ role is to support strengths and 

overcome barriers.



Examples of CoC Values In Action

Housing First: Housing ends homelessness. Healing, recovery, stability, and the road 
to wellness begins with housing. We focus on assisting people to access and 
maintain their housing without demonstration of preferred behaviors or meeting set 
requirements or mandates.

Trauma-Informed: We know that people experiencing homelessness, especially 
episodic and chronic homelessness, often have experienced or continue to 
experience traumatizing events that were not their fault, unexpected and may have 
caused acute stress or PTSD. This knowledge allows us to better serve and 
understand with compassion.

Equity and Justice: We engage the people we serve with a lens of equity,
recognizing their humanity, value and give them our respect, our attention and
our professional service without bias or judgement.



Examples of CoC Values In Action

Leadership by People with Lived Experience: We continually listen to people who

are experiencing homelessness to improve our work and shape our compassion.

Transparency: We make sure the people we serve understand our role, their role, 
and establish clear expectations for our work. 

Client-Driven: We offer the people we serve choices, and they drive decision making. 
We know that people are the experts of their own lives. We support, we guide, but 
we do not lead.



The CoC Lead Agency

The Raleigh Wake Partnership to End and Prevent Homelessness leads a 
coalition of institutions, organizations, business, and individuals committed 
to developing a coordinated system that helps individual and families who 
are experiencing homelessness to self-sufficiency. In addition to acting as 
the CoC Lead, the Partnership oversees the HMIS system at the local level, 
and manages the Coordinated Access System. 



Key Responsibilities of the CoC Lead

•As the CoC Lead, plan, develop, implement and support the Strategic Plan for the  
Homeless Response System

•Administer the Homeless Management Information System (HMIS) and prepare 
HUD reports.

•Administer the Coordinated Access System Be the Collaborative Applicant to 
apply for HUD funding through the CoC Program Grant

•Monitor and Evaluate HUD funded CoC and Emergency Solutions Grants projects. 
(ESG) with processes approved by the CoC Board

•Conduct the Point In Time Count of persons experiencing homelessness
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Guiding Documents to Our Work

•Raleigh Wake CoC Governance Charter – Establishes purpose, mission, 

leadership and membership for the CoC

•Written Standards of Care – Guidelines for the design, eligibility and 

requirements for  provision of Prevention and Diversion, Street Outreach, 

Emergency Shelter, Rapid Rehousing and Permanent Supportive Housing 

programs

•HMIS Guidelines and Data Quality Manual

•Coordinated Entry Policies and Procedures Manual 

All Documents are maintained on the Raleigh Wake Partnership website 

https://partnershipwake.org/

https://partnershipwake.org/


Emerging and Prevailing Best Practices



Components of a Crisis Response System

Follow a low barrier, housing first approach

•The entire system is housing focused - including Street Outreach

•Promotes “flow” through the system of care; clear pathways of steps, stages and 
opportunities to exit the system into safe alternative housing

•People are diverted from homelessness whenever possible

•The system prioritizes most expensive, intensive, long-term interventions for 
those with the longest histories of homelessness and the most severe needs 
measured by disabling conditions, high acuity and vulnerability.

•Who is experiencing homelessness is known, data and recordkeeping create a 
more efficient, effective and accountable system





Ending Homelessness

Functional zero (a.k.a. effectively ending homelessness) a milestone that 
indicates a community has measurably ended homelessness for a population —
and that they are sustaining that end. Reaching and sustaining functional zero is 
in service of building a future where homelessness is rare overall, and brief 
when it occurs.

Example: 

May 1: 15 persons in the homeless system

May 1 – 31: 10 new persons enter homelessness

May 1 – 31: 25 persons exit homelessness

Inflows into homelessness are less that the outflows to housing



By – Name Lists 
Housing Priority By Name List
Those persons that are imminently house-
able and eligible for housing and supports 
available in the community. Paper ready.

Coordinated Entry List
Persons who have entered into the 
homeless system of care through an access 
point and are engaged in services.

All People Experiencing 
Homelessness
The universe of everyone known to be 
experiencing homelessness within the 
community but we may not know their name. 

HMIS List
Those persons that are known to be 
experiencing homelessness and the 
community knows their name.



Housing First Approach

Guiding principle embraced by HUD premised by

•Homelessness is a housing crisis and can be addressed through the provision of 
safe and affordable housing;

•All people experiencing homelessness, regardless of their housing history and 
duration of homelessness, can achieve housing stability and permanent housing;

•Everyone is “housing ready”, meaning that sobriety, compliance in treatment, or 
even a clean criminal history is not necessary to succeed in housing;

•Many people experience improvements in quality of life, in the areas of health, 
mental health, substance use, and employment, as a result of achieving housing;

•People experiencing homelessness have the right to self-determination and 
should be treated with dignity and respect; and

•The exact configuration of housing and services depends on the needs and 
preferences of the population.



Strategically Allocating and Using Resources

•Allocate housing resources to achieve strategic goals: end chronic 
homelessness

•Prioritization factors establish who gets housing resources based on clearly 
established community priorities.

•Decisions on resource allocation are transparent and defensible

•Assessing needs drives engagement and resource delivery levels

•Prioritization, Housing Lists are dynamic acknowledging that some 
resources are finite (permanent supportive housing, housing vouchers, 
rapid rehousing) and putting names on a list is only the beginning – not 
the end of housing planning, search and navigation.



Professional Service Orientation of the Practice

•Compassionate - Empathy

•Strengths-based – Belief that people are resilient

•Respect

•Boundaries

•Standards of Care

•Person-centered

•In vivo – Meeting people where they are

•Progressively engaging

•Trauma Informed

•Harm reducing

•Recovery – based

•Working with people with cognitive impairments



Social, Racial, and Gender Equity

We know as fact that people of color, most significantly Black people and 
Indigenous People, are overwhelmingly overrepresented in experiencing 
homelessness.  We know that people who identify LGBTQ2+, especially 
youth, are over-represented in experiencing housing instability and 
homelessness. In response we:

•Maintain a systemic understanding of the historical and current 
presence and impact of discrimination, bias, and racism

•Actively recognizing and taking action to counter the inequity this 
history and experiences has played in the denial, inaccessibility, or 
structural limits placed on people to access employment, housing, 
health-care and other essential needs in order to have an equitable 
opportunity to thrive, succeed and carry out a fulfilling quality of life

•Recognizing and changing our own inherent bias in our interactions 
with people based on age, race, gender, abilities, ethnicities, religion



Coordinated Access System



What is Coordinated Access? 

Programs

A diverse collection of independent 
providers employing lots of methods 

seeking various goals

Homeless 
Response 
System

An integrated network of providers 
coordinating efforts to achieve 

maximum impact. 

Before After



Coordinated Access: A Well-functioning System

House Wake! 
Access Hub

HMIS

By-Name List

Housing 
Navigation Unit 

Service 
Providers



House Wake! Access Hub?

HOUSE WAKE! Access Hub

The first step to connect individuals and families experiencing a 
housing crisis to eligible, appropriate, and supportive housing 
options.

Staffed by highly trained specialists with the most up-to-date 
knowledge of available resources in the homeless response 
system

919-443-0096  HW_AH@partnershipwake.org



Who Calls the Access Hub?

The person seeking services

Wake County resident

Individuals or families sleeping in shelter, outside, or any place 
not meant for human habitation

Individuals or families facing imminent homelessness



Other CAS Access Points

- Wake County Northern Regional Center

- Wake County Southern Regional Center

- Wake County Eastern Regional Center

- Oak City Cares

- Haven House Youth Services

- Durham Veteran Affairs Medical Center 



The CAS process

Person seeking services contacts the Access Hub or an access site 
919-443-0096

Specialist conducts Pre-screen assessments to determine eligibility or to 
divert if possible

Specialist makes referral based on eligibility, or provides an 
alternate resource

The project receives the referral and contacts the person 
once they reach the top of the queue.



Housing Prioritization – The By-Name List

Ordering by multiple factors to determine the match and referral 
of housing resources.

Community established priorities for available housing 
interventions including 

Factors of prioritization include:
• Chronic Homelessness
• Presence of disabling conditions: physical, mental health, substance use, chronic illness
• Length of time homeless
• Assessment tool score (VI-SPDAT or SPDAT)

1.
2.
3.

Score     Chronic      Time

4.
5.



Major System Components



Prevention & Diversion 

Prevention and diversion are financial assistance, case 
management services, and resources provided to households 

to keep in current housing or to move to another housing 
option in order to prevent an episode of homelessness. 



Street Outreach

Outreach is a structured and strategic intervention that meets 
people where they are at - literally and circumstantially. 

Outreach is respectfully persistent in helping people achieve 
housing and exit homelessness through a process of assessing, 

understanding and addressing both immediate basic needs
and housing needs. 



Emergency Shelter

Emergency shelter provides a safe temporary overnight 
accommodation for those experiencing homelessness while 
they are supported in finding the solution to their housing 

crisis with an intentional housing focus.



Transitional Housing 

Transitional Housing provides a safe short- term housing 
with appropriate supportive services for those experiencing 

homelessness to support transitioning to 
independent living.



Rapid Rehousing

Housing intervention that quickly place families in permanent 
housing by locating housing in the community, negotiating with 
landlords, providing time-limited rental assistance, and home-

based case management to promote housing retention and 
linking households with needed services

within their community.



Permanent Supportive Housing 

Housing intervention that provides the most vulnerable 
households who have disabilities and high barriers to housing 

stability, with long term rental subsidy and appropriate 
supportive services to assist in maintaining housing. 

The goal is to assist people with living as 
independently as possible in housing. 



Homeless Management Information 
System (HMIS)



HMIS

The HMIS is a local information technology system used to collect 
client-level data and data on the provision of housing and services to 

homeless individuals and families and persons  at risk of homelessness. 
Frontline staff, case managers, and providers use the same database to 
record client intake, assessments, case management engagements and 

exit information.  



HMIS
Consent – We collect data after we receive participant consent (documented)

Security and Privacy – We are legally required to maintain very high standards 
(HIPAA level) protections of participant data and information, including paper 
documents and client files.

Data Sharing – Agreements are and must be in place before sharing person-level 
information agency to agency. 

Data Quality & Integrity – Data must be entered in a timely manner, checking for 
existing client records to avoid duplication, verifying information…every 
engagement, especially street outreach and emergency shelter assists in supporting 
an individual or family’s documentation of homelessness. 

Performance Measurement – Funding relies on performance measured in HMIS. 
For many programs, if it is not in HMIS, it didn’t happen!

Personal Identifying Information PII – Data elements that relate specific 
information unique to a client (name, SSN, DOB, etc.)



HMIS Performance Reporting

APR – Annual Performance Report that is used to report performance for CoC 
funded programs

CAPER – Consolidated Annual Performance Report that is used to report on 
program funded by Emergency Solutions

LSA – Longitudinal Systems Analysis

SysPM – System Performance Measures. 7 key performance indicators such as 
length of stay in homelessness, returns to homelessness and exits to permanent 
housing. 

STELLA – It actually doesn’t stand for anything! A strategy and analysis tool to assist 
modeling their system to understand how people move through the system of care.



Key Metrics for the Homeless System

1. How many people are experiencing homelessness?

System Objective: Reduce the number of people experiencing homelessness

2. How many are moving into housing?

System Objective: Increase exits to housing

3. How long are people spending homeless?

System Objective: Reduce lengths of stay in homelessness

4. How many are returning to homelessness?

System objective: Reduce returns to homelessness



Privacy and Confidentiality
Data sharing is driven by client choice and documented through consents. 

Domestic Violence providers prohibited to share client data in a shared system.

Balance between security, privacy and effective delivery of assistance in a 
collaborative, cooperative way. 

Be clear. Be specific. Explain application of sharing information in the context of 
housing planning and service connections.

•Federal rules establishing HMIS privacy and security standards 2004 HMIS Data 
and Technical Standards Final Notice

•Local rules in NC HMIS Policies and Procedures with sharing agreements a Sharing 
QSOBAA (Qualified Services Organization Business 
Associates Agreement)

https://www.hudexchange.info/resource/1318/2004-hmis-data-and-technical-standards-final-notice/
https://partnershipwake.org/wp-content/uploads/2020/06/NC_HMISMCAH_Operating_Policies_and_Procedures.pdf


Funding of Homeless Services



Funding Resource of Homelessness
Continuum of Care Program NOFA (Notice of Funding Availability)  – HUD allocated funds 
that are competed for nationally from locally conducted competition in preparation for its 
Collaborative Application. Annual opportunities for new projects and funding to increase 
(or possibly decrease based on HUD priorities and competition. 2020 CoC Allocation for 
Raleigh Wake CoC: $3,709,738

Emergency Solutions Grant – Entitlement funding given to units of local government, 
cities, counties and states to distribute locally based on HUD guidelines and local priorities. 
2020 Raleigh $ 275,598, Wake County $181,772

HUD rules and guidance are lead by the HUD office of Special Needs Assistance Programs 
(SNAPs) within the Office of Community Planning and Development (CPD) through the 
Federal Register (HEARTH Act) and CPD Notices. Example: CPD Notice 17-01 Coordinated 
Entry Guidance

•Local competitions for CoC funding maintained by the Wake CoC.

•Local ESG funding opportunities established by City, County and State.

https://wakecoc.org/2021-nofa-intent-to-apply/


Other HUD Federal Funding Resources

HOME Funds – HUD entitlement funding that units of local government allocate to 
local priorities such as Tenant Based Rental Assistance (TBRA) providing long term 
rental assistance.

Housing Opportunities for Persons with Aids (HOPWA) – HUD makes grants to 
local communities, States, and nonprofit organizations for projects that benefit low-
income persons living with HIV/AIDS and their families. 2020 Wake County 
$911,546



Other Federal Funding Resources

Veterans Assistance Supportive Housing (VASH)  – Veterans Affairs federal funds 
for supportive Housing PSH voucher allocations to applicant public housing 
authorities. Wake County 328 vouchers.

Supportive Services for Veteran Families (SSVF) – Homeless prevention and rapid 
rehousing for homeless households. 2FY22 Raleigh/Wake Passage Home $331,735

Runaway Homeless Youth (RHY) – Health and Human Services Families and Youth 
Services funding. 2020 Raleigh Street Outreach Program (SOP) $150,000 Haven 
House



Partnership Support of Your Work



Raleigh / Wake Partnership Vision

Safe and affordable housing for every Wake County resident.



Our Values
Diversity, Equity & Inclusion
We approach our work using a holistic lens that affirms and respects the dignity 
and uniqueness of each person.
Excellence
We meet the highest quality of performance by creating and utilizing best and 
promising practices and by committing ourselves to ongoing learning.
Good Stewardship
We are careful and responsible managers of the resources entrusted to our 
care.
Community-Involvement
We recognize the need for community-informed solutions to community-wide 
issues, we value lived experience, and we engage Wake County residents in our 
work.
Professionalism
We maintain the highest standards of ethics and integrity.



Partnership Support Work

Partnership Calendar:  https://partnershipwake.org/calendar/ of trainings, 
meetings and events

Email ListServ:  https://partnershipwake.org/sign-up-for-email/ Keeping you 
informed

https://partnershipwake.org/calendar/
https://partnershipwake.org/sign-up-for-email/


Education and Training

Evidenced Based Best Practices

•Motivational Interviewing &  Assertive Engagement

•Housing-Focused Emergency Shelter

•HMIS Data and Reporting

•Impactful Street Outreach

•Trauma Informed Care

•Excellent in Housing-Based Case Management



Coordination – Collaboration

•Maintain accurate data in HMIS to facilitate locating clients, 
measuring progress for the CoC, helping clients document 
homelessness. 

•Share information on great landlords and accepting properties.

•Be a mentor to younger new hires.

•Share tips on accessing secondary services, supports, and where to 
get services and meeting needs for clients.



Coordination – Collaboration

•Have compassion for participants in other programs and accept the 
prioritization process that guides service delivery order. Advocating 
for your caseload is NOT a competition with other agencies.

•Have each other’s back when it comes to self-care. Support others 
who may be addressing very complex…maybe even heart-
breaking…experiences in this work. Listen.

•Participate in the CoC activities, read your newsletters, stay informed 
and up to date!

•Share successes that will lift all of us in our work. 



Information and Resources are Only a Click Away

Raleigh Wake Partnership https://partnershipwake.org/

Wake CoC https://wakecoc.org

HUD Exchange https://hudexchange.info

United States Interagency Council on Homelessness https://www.usich.gov/

National Alliance to End Homelessness https://endhomelessness.org/

VA –Veterans Homelessness https://www.va.gov/homeless/

National Health Care for the Homeless Council https://nhchc.org/

NAMI National Administration on Mental Illness https://www.nami.org/

https://partnershipwake.org/
https://wakecoc.org/
https://hudexchange.info/
https://www.usich.gov/
https://endhomelessness.org/
https://www.va.gov/homeless/
https://nhchc.org/
https://www.nami.org/


The Privilege of Service
Our orientation is to acknowledge that it is our privilege to serve people.

We choose to do difficult work for people who are equal to us, valued and 
deserving of our best effort.

We understand that our work is a profession requiring continuous learning for 
ourselves, our team our system of care.

Because we work in service for others in need, we understand that they are the 
experts of their own lives and we listen, we reflect, we guide, we follow through.

And we take care of ourselves, so we can continue to do this hard work.



In Closing – This Work is Hard


