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The Florida Housing Coalition, Inc., is a nonprofit, 
statewide membership organization whose 
mission is to bring together housing 
advocates and resources so that all 
Floridians have a quality affordable home 
and suitable living environment.



Who am 
I?

• Case manager for 9 years
• Emergency Shelter, RRH, PSH, 

and HOPWA
• I LOVE chronically homeless
• Social Worker
• I’m a Michigander!



Who Are You?



Components of the 
System





Continuum 
of Care

1. Plan to prevent and end 
homelessness

2. Fund housing programs and 
services working to prevent 
and end homelessness

3. Coordinate local 
collaborative efforts



HUD System 
Performance 
Measures 
(HMIS/PIT)

YOU ARE JUDGED AS A COMMUNITY!
1. Length of time
2. Returns
3. Number
4. Income Growth
5. Newly Homeless
6. Category 3
7. Housing Placement





Housing First 
Approach



United States Interagency Council on 
Homelessness: Summary

“The Housing First approach has several key features: 

• Few programmatic prerequisites,

• Low barrier admission policies,

• Rapid and streamlined entry into permanent housing,

• Voluntary and engaging supportive services, and 

• A focus on housing stability.”



United States Interagency Council on 
Homelessness: Summary

“Housing First is a whole-system orientation 
…It is about ‘changing the DNA’ of how a 
community responds to homelessness.”



Housing is the platform for 
recovery so housing comes first



WHY?

• Housing ends someone’s homelessness
• People access medical treatment and other 

community resources at higher rates
• Stability provides greater likelihood of life 

improving (finding a job, becoming healthier, 
increased school attendance, etc.)

• Creates flow in the system, so people are 
actually moving out of homelessness

• Reduces overall community homelessness
• Costs LESS



Our job 

RARE

BRIEF

ONE TIME



Case Management



Case 
Management 

Definition

a “collaborative process that assesses, 
plans, implements, coordinates, monitors, 
and evaluates the options and services 
required to meet the client’s health and 
human service needs. It is characterized 
by advocacy, communication, and 
resource management and promotes 
quality and cost-effective interventions 
and outcomes”



Case Management is NOT

• Parenting
• Mentoring
• Fixing



Case Management IS

• Partnering
• Encouraging
• Solution-focused



Case Management Must 
Haves



Must 
Haves

Trauma 
Informed

Housing 
Focused

Recovery 
Oriented

Person 
Centered 



• Recognizes that individuals experiencing 
homelessness have a higher prevalence of 
trauma histories

• “What is wrong with you?” to “What happened to 
you?” 

Trauma 
Informed

• Recognizes the participant as the expert 
and their strengths are essential to their 
recovery

• Recovery looks different for everyone

Recovery 
Oriented

• Stable housing is always the goal
• Housing First philosophy

Housing 
Focused

• Assessments are focused on strengths
• Offer choice in decisions (housing, 

treatment, programs)

Person 
Centered



Assertive Engagement



Voluntary 
Services

• Participant has the choice to engage or not

• No “participate or else”

• Voluntary for participant; not voluntary for 
staff

• Housing is not tied to participation in services



Why?

• Removes barriers to participants 
engaging

• Missing appointments
• Premature case closure
• Power imbalances

• Really listens to participants’ goals and 
works to accommodate those

• Rapport, rapport, rapport!



How?
• Throw away “one size fits all” approach

• Meet participant where they are at

• Be authentic

• Be flexible
• Where does the participant feel comfortable 

meeting?
• Should walk in hours be available?

• Be transparent
• What are you able to offer? What is not a 

part of your service scope?

• Be persistent
• Can I come back next week?
• Is there a better time for you?
• Is there anything I can do for you?



Engagement 
Strategies

Create a welcoming environment

Respect, accept, and support people

Active listening skills

Let their goals drive services

Help people make informed choices

Be consistent

Be non-threatening (no divisive topics!)



What are some ways you have been engaged in different 
environments?

Positive?
Negative?



LET GO OF YOUR 
AGENDA!

LISTEN



“The greatest compliment that was 
ever paid me was when one asked 
what I thought, and attended to my 
answer.”

Henry David Thoreau



Utilize 
Motivational 
Interviewing 

- OARS

Open ended questions
• How can I help you with ___?
• Help me understand ___?
• How would you like things to be different?
• What are the good things about ___ and what 

are the less good things about it?
• What have you tried before to ____? (ex. help 

you stay housed, stay sober, drink less, keep 
appointments, consistently take medication?)

• What do you want to do next?



Utilize 
Motivational 
Interviewing 

- OARS

Affirmations
• I appreciate that you are willing to meet with 

me today.
• I know it took you a lot of time to get here on 

the bus. I really appreciate you taking that 
time.

• You are clearly a very resourceful person.
• You handled yourself really well in that 

situation.
• That’s a good suggestion, great idea, etc.
• If I were in your shoes, I don’t know if I could 

have managed nearly so well.
• I’ve enjoyed talking with you today.



Utilize 
Motivational 
Interviewing 

- OARS

Reflective Listening
• Repeating or rephrasing: Listener repeats 

or substitutes synonyms or phrases, and 
stays close to what the speaker has said. 

• It sounds like you didn’t like that program 
very much.

• Paraphrasing: Listener makes a restatement 
in which the speaker’s meaning is inferred.

• It seems like no one is really listening to 
what you’re saying you need help with.

• Reflection of feeling: Listener emphasizes 
emotional aspects of communication through 
feeling statements. This is the deepest form 
of listening.

• So you feel a bit hopeless and 
discouraged.



Utilize 
Motivational 
Interviewing 

- OARS

Summarize
• Let me see if I understand so far…
• Here is what I’ve heard. Tell me if I’ve missed 

anything.
• (If there’s ambivalence) “On the one hand…, 

on the other hand…”



Example – “Mary”

• High utilizer with over 15 inpatient psychiatric 
admissions in the past 6 months

• Cycling through the system (jail, emergency room, psych 
hospital, shelters)

• In denial of substance abuse (alcohol, marijuana)
• Refusing housing options that have been recommended
• Misses appointments
• Recently evicted from PSH
• Argumentative with providers
• Banned from several social service providers

Challenges

26



What Are 
Your 

Ideas?



Start with 
Strengths!



Example – “Mary”

• Engaging with the mental health system on some level
• Receptive to outreach worker
• Potential for Supplemental Security Income/Social 

Security Disability Insurance Outreach, Access and 
Recovery (SOAR) candidate

• Fewer admissions when housing was stable in the past
• Responds well to peer support

26

Strengths



Course of Action

Try to schedule appointments when outreach worker can attendTry

Make sure she’s in the CES and ADVOCATE!Advocate

Start the SOAR processStart

Utilize a trauma-informed approachUtilize

Recognize she may need shelter longerRecognize



Assessment



“Talk of problems 
and you create 
problems; talk of 
possibilities and you 
create possibilities.”
-Kerstin Mahlberg and Maud Sjoblom



Two 
Purposes

Establishes a 
trusting 
relationship with 
the person

Determines 
amount of 
assistance 
needed





Solution-
focused

• Not-knowing stance
• We make no assumptions

• Everyone is doing the best they 
can

• Actively listening to responses
• Client is the expert



Assessments are 
Interventions

• Not just required paperwork –
an opportunity to have a 
conversation

Simply, we are trying to find out:
• Why are they here? (Housing)
• What do they want?
• What are the solutions?



The household must be an active participant



Using a 
Person-

Centered 
Approach

• Assessments are based on participant’s 
strengths, goals, risks, and protective factors

• Tools and assessment processes are easily 
understood

• Sensitive to participants’ lived experience

• Offer choice in decisions about housing and 
services

• Participants are able to understand to which 
program they are being referred



Are You a Doctor?

• No need for comprehensive 
assessment if we are not 
treatment professionals

• Keep assessments focused on 
information that’s needed



“If your services are 
meaningful to 
participants’ goals, 
they will choose 
engagement.”

Staff Observation from the HomeFree rapid re-housing 
program in Portland, OR



Service Planning



Assessments 
and Planning

• Assessments should lead us 
right into the planning process.

• Assessments help us answer 
the questions:

• Why are they here? 
(Housing)

• What do they want?
• What are the solutions?



Types of Planning

Crisis Planning
• To be used when the 

client is in crisis at time 
of assessment

1
Action Planning
• After assessment, the 

action plan is 
comprised of 
client/program goals

2
Exit Planning
• Starts at the beginning 

of the CM process; 
Details the process of 
exiting client from the 
program

3



Crisis 
Planning –

In Crisis

• Get the person safe
• Where can they stay?

• Do they need medical attention?
• What hospital do they prefer?

• Do they need mental health crisis 
services?

• Know your mental health crisis 
providers

• Assess for suicide risk



Crisis 
Planning -
Proactive

• How will you know you’re in crisis?

• Who should be contacted?

• What information is okay to share with 
your support system?

• How have you coped with crisis before?

• What does not work?

*Crisis Plan Example

http://mentalhealthrecovery.com/wp-content/uploads/2015/07/CrisisPlan2012Manual.pdf


Exit Planning – Outcomes?
Shelter RRH PSH MH Program

-Housing is 
obtained

-Housing is stable
-CL feels they can 
sustain rent on 
their own
-Services are no 
longer needed
-HH paying no 
more than 50% of 
income toward 
rent

-Housing is 
stable
-Intensive 
support 
services are no 
longer needed
-Another 
subsidy 
becomes 
available

-Step down into 
lower MH case 
management
-Maintaining 
treatment on 
their own; CM 
is not needed



Action 
Planning

• Goal setting with outcomes in mind

• Solicit client goals; what resources do 
they have?

• Reviewed Regularly

• Not a formality; tailor made

• Housing retention is always No. 1 goal





We are not good 
predictors of 
success





Troubleshooting



Reactance 
Theory

People are resistant 
to treatment because:
• Afraid the worker will tell 

them what to do and 
make them do it

• They do not want to be 
controlled

• They are trying to 
maintain their 
independence and 
freedom



Your attitude should be one of acceptance, 
but not necessarily approval or agreement, 
recognizing that ambivalence about change 
is to be expected.



Exercise

• Partner up - one case manager and one 
client

• Case manager tries to help someone solve 
their issue



Roadblocks to Listening

1. Ordering, directing or commanding
2. Warning or threatening
3. Moralizing, preaching, giving “should” 

and “oughts”
4. Advising, offering solutions or 

suggestions



Roadblocks to Listening

5. Teaching, lecturing, giving logical 
arguments
6. Judging, criticizing, directing, blaming
7. Name calling, stereotyping, labeling
8. Interpreting, Analyzing, Diagnosing



Roadblocks to Listening

9. Praising, agreeing, giving positive 
evaluations
10. Reassuring, sympathizing, consoling
11. Questioning, interrogating, cross-
examining
12. Withdrawing, distracting, humoring, 
changing the subject



Exercise

• Now try reflective listening. Remember 
OARS!

• How was it?
• What differences did you notice?



Motivational 
Interviewing





Express 
Empathy

• Acceptance facilitates change
• Skillful reflective listening is key
• Ambivalence is normal



Develop 
Discrepancy

• Awareness of consequences is 
important

• Discrepancy between behavior and 
goals will motivate change

• Client should present the arguments 
for change



Avoid 
Argumentation

• Arguments are counterproductive

• Defending breeds defensiveness

• Resistance is a signal to change 
strategies



Roll with 
Resistance

• Resistance is normal
• Avoid arguments here
• Go with it; don’t fight it



Support 
Self-Efficacy

• Belief in the possibility of 
change is a motivator!

• Client is responsible for their 
own change

• Hope offered in the range of 
alternative approaches available



What have you tried to 
change and been 

unsuccessful?



What have you tried to 
change and been 

successful?



Stages of Change



Stages of Change

Precontemplation: “No Way” Stage
-Goal: Harm Reduction, Raise Awareness
Contemplation: “Maybe” Stage
-People spend A LOT of time here
Preparation: “I’m gonna try it” Stage
-Helping to make a plan



Stages of Change (Ctd.)

Action: “I’m doing it” stage
-Acknowledge progress, strengths, and 
challenges
Maintenance: Individuals have incorporated 
the new behavior and made the change(s)
-Strengthen self-efficacy
Relapse: “Oops, I did it again”
-Normalize relapse; what can we learn



Using the MI 
“Ruler”



Role Play - Jennifer
• Residing at your shelter for 6 

months
• “Frequent Flyer” for accessing 

services
• Hard to contact/misses 

appointments
• Burned bridges for housing 

programs
• Not following through with 

recommendations



What Are 
Your 

Ideas?



Questions 
to 

Consider

• What are the goals listed on 
Jennifer’s housing plan?

• Are these still her goals? Do we 
need to review the plan?

• Is there conflict between the 
goals and her actions?

• On a scale of 1 to 10, how willing 
is Jennifer to accomplish his 
housing goal?

• Is there ambivalence?



Documentation



So 
Important!

Allows for continuity of 
care

An official record of 
progress on goals and 
objectives

Enhances quality of 
service delivery

Compliance with audit 
standards



Documentation 
Should Be…

Strengths-Based
Person First
Specific
Objective
Non-Clinical



Person-
Centered 
Activity



Specific and 
Objective
• Specific: Be clear so an outsider could read 

the note and understand
• CM will follow up on birth certificate
• CM will contact the clerk at DOH to 

check on the status of the birth 
certificate applied for on 3/22

• Objective: Impartial and Unbiased
• Avoid “I think”
• State matter of fact what the client said 

or did



Non-Clinical

• Do not use clinical terms if you are not a 
clinician

• Use plain language
• Decompensating v. Experiencing 

symptoms of illness/addiction
• No need to go into affect/mood 

unless it is necessary



See Handouts

Progress 
Note Example

1
Staffing Log

2
Staffing Form

3



Referrals
• Share resources between staff (in house 

resource log)

• Invite community agencies to your agency

• Set up meetings at various agencies

• Keep up to date literature about your 
program

• Standard release forms readily available

• Always document referrals and keep 
paperwork



Time Management







New Case 
Timeline

• Coordinated Entry referral 
immediately

• File Created – Within 3 business 
days of assessment

• Action Plan – Within 1-2 weeks of 
assessment

• Ongoing Case Notes – Written and 
Filed within 1 business day



Other Timelines

• Staffing – Weekly

• Audits – Supervisor 4 
files/month

• Personal Supervision – Monthly

• Group Supervision - Monthly



PRO TIPS

 Document Concurrently

 Schedule Appointments early in the 
day

 Plan the day before (print out what 
you need)

 Schedule “To Dos” in your calendar

 Objective-Based Visits

 Right-sized Case Loads



Rapid ReHousing Case 
Management



National 
Alliance to 

End 
Homelessness

Rapid Re-Housing Toolkit

https://endhomelessness.org/resource/r
apid-re-housing-toolkit/

https://endhomelessness.org/resource/rapid-re-housing-toolkit/


Case managers use their expertise and empathy to provide 
services that are “just enough” to help families move through 
crisis towards stability. 



Case 
Management 
Tasks

Identify

Assess

Plan

Stabilize

Support



Identify
Identify appropriate households for RRH

• Community Priorities
• Coordinated Entry



Assess

• Income and other eligibility factors
• Zero income should not be a 

barrier

• Immediate housing needs

• Housing barriers
• Negative landlord references
• Criminal background

• Determine how much assistance may 
be needed at this point (short, 
medium, or long term)



Plan

• Number 1: Find housing

• Create a plan utilizing
• Personal strengths
• Short term steps
• Links to outside services with a 

focus on housing retention



Stabilize

• Coaching regarding plan

• Ongoing monitoring of housing 
situation

• Communication with landlord

• Minimum monthly meetings



Support

• Link to ongoing support and case 
management if needed and desired

• Referral and follow-up
• Warm hand offs
• Home visits!



Client

Legal

Childcare

Employment

Healthcare



See Handouts

• Housing Stability Plans
• Support Network



Permanent Supportive 
Housing Case 
Management



PSH Case 
Management

Services include the documentation of services and 
progress.

Services address the biological, psychological and 
social needs of tenants. 

Case management services are comprehensive in 
nature to ensure a more effective service delivery but 

are tailored to the varying needs of the tenant.

They help people with special needs maintain housing. 

Case managers help tenants achieve their goals and 
meet their needs through the provision of, or linkage 

with, a variety of services. 





Resources

• www.orgcode.com – OrgCode Consulting

• www.endhomelessness.org – National 
Alliance to End Homelessness

• https://www.hudexchange.info/homelessn
ess-assistance/

• www.usich.gov – United States Interagency 
Council on Homelessness

• www.samhsa.gov – Substance Abuse and 
Mental Health Services Administration

http://www.orgcode.com/
http://www.endhomelessness.org/
https://www.hudexchange.info/homelessness-assistance/
http://www.usich.gov/
http://www.samsha.gov/
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