
INTRODUCTION

   afe Havens serve as refuge for people who are homeless and have a
serious mental illness.  Safe Havens provide more than shelter.  They
close the gap in housing and services available for those homeless indi-
viduals who, perhaps because of their illness, have refused help or have
been denied or removed from other homeless programs.

In 1992, amendments to the Stewart B. McKinney Homeless Assistance
Act included a provision for the creation of Safe Havens.  According to
Title IV, Subtitle D of the McKinney Act:

A safe haven is a form of supportive housing that serves
hard-to-reach homeless persons with severe mental illness
who are on the street and have been unable or unwilling
to participate in supportive services.

The McKinney Act specified several characteristics of Safe Haven facilities:

• 24-hour residence for eligible persons who may reside
for an unspecified duration;

• private or semiprivate accommodations;

• overnight occupancy limited to 25 persons;

• low-demand services and referrals; and

• supportive services to eligible persons who are not
residents on a drop-in basis.
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Developing and Operating Safe Havens

Safe Havens encourage residents to go beyond just finding shelter.  This is done by creating a housing
environment that is safe, sanitary, flexible and stable, and which places no treatment participation demands
on residents, but has high expectations for residents. These expectations specifically include that the resident
will transition from unsafe and unstable street life to a permanent housing situation and that re-engagement
with treatment services will occur. Because these expectations are introduced non-intrusively and as the
resident is ready, the phrase “low demand” is often used to characterize Safe Haven housing.

According to Outcasts on Main Street, the Report of the Federal Task Force on Homelessness and Severe
Mental Illness, which was the impetus for creating the program, this transition period is necessary “to achieve
relative stability and to permit professional staff to adequately assess clients’ long-term needs and prospects.
The skills needed for survival on the streets (such as the need to mistrust strangers and use hostility as a
defense) differ greatly from those needed for accommodation indoors.  Before they are ready and able to
adhere to rules and program requirements, many people with severe mental illnesses need not only shelter
from the harshness of street living, but time to reflect and learn to trust helpers.”

The McKinney Act lays the groundwork for Safe Havens but does not offer specific guidance on issues
ranging from staffing and site design to rules and outreach.  This Tool Kit has been developed to guide
communities and project sponsors to create effective Safe Havens.  It is written by people who have devel-
oped and/or operated Safe Havens and mental health consumers have critiqued their ideas.  The Kit in-
cludes eight chapters covering the key issues surrounding the creation of Safe Havens, as follows:

Continuum of Care.  Chapter 1 discusses how Safe Havens can fit into a local Continuum of Care approach
to alleviate homelessness, an approach that focuses on a local community creating a network of housing and
services that lead to permanent housing.  Safe Havens figure prominently in this continuum.

Planning, Designing, Siting and Financing Safe Haven Housing.  Chapter 2 focuses on establishing the
physical aspects of a Safe Haven project with an emphasis on good planning and design.  The chapter also
covers cost preparations and choosing the best housing situation and location.

The Challenge and Opportunity of NIMBY.   Chapter 3 discusses overcoming the effects of the NIMBY
(Not In My Back Yard) syndrome and offers suggestions to help new programs to address this issue.

Program Issues:  Outreach, Engagement and Service Delivery.   Chapter 4 uses examples and recom-
mendations for exemplary practices from three established Safe Havens to offer direction in these crucial
program issues.

Crisis Management.  Chapter 5 will help Safe Haven staff recognize, anticipate and prepare for crisis within
their programs.  It suggests five tenents of crisis management to guide a program’s response to emergency
situations.

Program Rules and Expectations.  Chapter 6 discusses making effective house rules, dealing with infrac-
tions, and  protecting residents’ rights. It includes a special section on rules regarding sexual activity and drug
use.

Staffing Issues.  Chapter 7 reviews staffing patterns and makes suggestions for staff background, qualifica-
tions, and training.  This chapter also addresses issues concerning outreach staff, consultants, volunteers,
students, space and the facility.

Transitions from Safe Havens.  Chapter 8 presents ideas to help residents prepare for their eventual
departure from a Safe Haven to a more permanent living situation.  It indicates that preparations begin at
the earliest stage.
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DEVELOPMENT OF THE SAFE HAVEN TOOL KIT

This Tool Kit is based on information gathered at a meeting, “Developing and Operating Safe Haven
Programs,” held in Washington D.C. in April 1997.  The meeting was sponsored by the Center for
Mental Health Services (CMHS) of the Substance Abuse and Mental Health Services Administration in
the U.S. Department of Health and Human Services and the Office of Special Needs Assistance Pro-
grams, Office of Community Planning and Development within the U.S. Department of Housing and
Urban Development.

The meeting convened experts in the fields of housing, homelessness and mental illness, and Safe
Haven staff from across the United States.  The format purposefully included participation by mental
health consumers on each topic.  Federal representatives from CMHS and HUD worked with the group
members to begin to create a consensus on the issues and exemplary practices included in this Tool Kit.

Six papers were prepared for review at the CMHS/HUD meeting.  Participants responded to the sub-
ject material and then the papers were developed to reflect the consensus of the group.  These papers
account for six of the Tool Kit’s eight chapters.  The remaining two chapters, on NIMBY and Crisis
Management, were added in light of the participants’ expressed need to address these important issues
in this guidebook.

It is hoped that this collection of information will inspire communities to open Safe Havens for home-
less people with serious mental illness who are unwilling or unable to leave the streets.
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7Continuum of Care

THE CONTINUUM OF CARE

     uring the past several years, the federal government has developed a
comprehensive, coordinated and flexible approach to assist affordable hous-
ing, community development, and homelessness activities at the state and
local levels. Through the U.S. Department of Housing and Urban
Development’s (HUD) Consolidated Plan process, local and state officials
can identify and prioritize needs and resources, and develop strategies and
action plans for the investment of federal housing and community develop-
ment funds. Building from the Consolidated Plan, states and communities
are also implementing HUD’s Continuum of Care approach to alleviate
homelessness - an approach that fosters a community-based and compre-
hensive response to meeting the different and frequently complex needs of
homeless people. A Safe Haven can be an important element in a community’s
Continuum of Care.

The Continuum of Care approach arose from evidence that previous home-
less assistance efforts had produced a patchwork of homeless assistance
projects and programs that often had little or no relationship to one another.
The lack of a systematic approach left significant gaps in homeless services,
despite the best intentions of dedicated advocates and providers. In
many communities, the special needs of some homeless subpopulation
groups were often unmet or only partially addressed.

BY ANN O’HARA
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This situation certainly applied to homeless persons
with a mental illness or co-occurring substance use
disorder. Often the most visible, yet the hardest to reach
homeless population, the opportunities for these in-
dividuals to move beyond homelessness are reduced
by the very nature of their disability, which disrupts
their judgment, motivation, and social skills. Because
of their complex needs and frequent resistance to
both mental health and/or homeless services, a com-
prehensive and flexible array of specialized services
and supports must be readily available to assist them.

The Continuum of Care
approach has given states and
localities a framework and
resources to address the complex
needs of homeless people with a
mental illness or a co-occurring
disorder, as well as other prior-
ity needs. The Continuum of
Care approach helps commu-
nities plan for and provide a bal-
ance of emergency, transitional, and permanent hous-
ing and service resources. McKinney funding and other
resources can then be targeted to develop new hous-
ing and service options that must be available within a
seamless and comprehensive system to alleviate
homelessness.

THE SAFE HAVEN AND

THE CONTINUUM OF CARE SYSTEM

Safe Havens were authorized by Congress to fill a criti-
cal gap identified within the Continuum of Care sys-
tem for homeless people with a mental illness or co-
occurring disorder. The Federal Task Force on
Homelessness and Severe Mental Illness, which was
convened by the Interagency Council on the Home-
less, proposed the concept of a Safe Haven in its report

Outcasts on Main Street pub-
lished in 1992. Outcasts on
Main Street documented what
many homeless advocates and
service providers knew from
experience — that the unique
needs of many homeless people
with mental illness living on the
streets frequently couldn’t be
addressed by the outreach and
emergency shelter programs

that serve the general homeless population. The Task
Force proposed a national strategy and specific action
steps designed to end homelessness among people with
mental illness, including Safe Havens.

In 1994, HUD’s Supportive Housing Program
(SHP) was expanded to include the development
and operation of Safe Havens targeted exclusively
to the most difficult to reach people who are home-
less and who have a mental illness.  Safe Havens
serve as a portal of entry to the homeless and men-
tal health service systems. They offer an array of
basic services and supports and access to more tra-
ditional housing and service options.

THE CONTINUUM OF CARE FOR

HOMELESS PEOPLE WITH

MENTAL ILLNESS INCLUDES:

• Assertive outreach, engagement and
assessment activities to establish trust
and to assist in meeting basic human
survival needs;

• Immediate access to a low-demand and
safe alternative to the streets and ac-
cess to an integrated system of services
and supports;

• Transitional housing with appropriate
supportive services;

• Permanent supportive housing.

OUTCASTS ON MAIN STREET

“Safe Havens can accommodate homeless
mentally ill persons coming from shelters or
emergency rooms (when hospitalization is not
required) as well as those coming directly from
the street.  They offer a relatively stable and
secure environment for people not yet willing to
participate in more mainstream housing options
-- both temporary and permanent -- for home-
less individuals.”

The lack of systematic ap-
proach left significant
gaps in homeless service,
despite the best intentions
of dedicated advocates
and providers.
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DEFINING AND PRIORITIZING

 THE NEED FOR A SAFE HAVEN

As new and potential Safe Haven projects are con-
sidered across the country, the purpose of the Safe
Haven within the Continuum of Care system must
be clearly defined and understood. The mission of a
Safe Haven is to serve hard-to-reach homeless per-
sons with severe mental illness who are on the streets
and have been unwilling or unable to participate in
supportive services.   This Safe Haven mission
statement clearly defines what Congress intended
the Safe Haven target population to be. It is not a
program for homeless people who can be easily
engaged in mental health services and who are ready
for residential settings, such as group homes, per-
manent supportive housing, or independent liv-
ing. It is not a hospital diversion program, nor is it
a hospital discharge program for persons at-risk of
homelessness. And, although the length of stay is not
defined, it is not permanent housing.

The Continuum of Care process can assess and quan-
tify a community’s need for a Safe Haven through a
variety of sources. The homeless component of the
local government’s Consolidated Plan should con-
tain an estimate of the number of homeless persons
with a mental illness, as well as information on the

number of persons living in places not designed for
human habitation. Using these estimates as a basis,
more specific needs data can be obtained from a
street census conducted by outreach workers, from
hospital emergency room staff, from detox and sub-
stance abuse service facilities, emergency shelters,
homeless drop-in centers, and other programs serv-
ing homeless persons who have a mental illness.

PRECONDITIONS FOR DEVELOPING SAFE

HAVENS WITHIN THE CONTINUUM OF CARE

The available literature as well as interviews with Safe
Haven sponsors point to a number of factors that are
key to developing successful Safe Havens within the
Continuum of Care system. Ideally, Safe Haven
projects should:

• Be developed in communities where there are
sufficient numbers of hard-to-reach homeless
individuals with mental illness to ensure a high
ranking with the Continuum of Care process. By
design, Safe Haven projects should periodically
accommodate new residents and assist current
residents to move on to more permanent hous-
ing. This design means a significant number of
potential program participants should be identi-
fied as needing the services of a Safe Haven.

• Have a clear strategy for leveraging resources
that can be used in combination with SHP fund-
ing for Safe Haven’s development, operations,
and supportive services.

The mission of a Safe Haven is to
serve hard-to-reach homeless per-
sons with severe mental illness who
are on the streets and have been
unwilling or unable to participate in
supportive services.

A community needs to consider
several other factors when

determining the relative priority
for a Safe Haven:

• Because it is transitional in nature, a
Safe Haven will serve more indi-
viduals over the course of a year
than its capacity at any point in
time.

• Some people who are homeless and
who have a mental illness may
continue to be resistant to any ser-
vices after a Safe Haven is made avail-
able to them.

• In order to maximize the use of a
Safe Haven within the Continuum
of Care system, “next step” pro-
grams are needed for Safe Haven
participants ready to move to tran-
sitional or permanent supportive
housing.
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• Have a sponsor who brings expertise and expe-
rience with homeless people with a mental ill-
ness and a strong track record in the community.
These factors become critical when seeking po-
litical and community support and when siting
the program.

• Seek some political and community support for
the project when developing the project concept,
which can later be leveraged into broader sup-
port as the project proceeds into development.

• Include formerly homeless peer counselors who
can overcome barriers to outreach and engage-
ment that often prevent homeless people with a
mental illness from taking the initial step toward
services and treatment.

• Encourage the empowerment of Safe Haven’s
residents by giving them an opportunity to par-
ticipate in the operation of the facility.

• Have a readily available network of “next step”
transitional and permanent housing options
within the Continuum of Care system.

WHAT IS THE SAFE HAVEN

PROGRAM ACTUALLY LIKE?

Safe Havens are designed with consideration to the spe-
cialized needs of individuals with a mental illness, who
have been living on the streets or who occasionally use
emergency shelters. A Safe Haven provides a highly sup-
portive environment where an individual can rest, feel
safe, and where there are no immediate service demands.

Safe Havens are small (limited to 25 overnight residents),
readily accessible (open 24 hours a day, seven days a
week) and low demand (residents are not required to
participate in treatment programs). There are no time
limits for Safe Havens, although the goal is to assist resi-
dents to move on to other transitional or permanent sup-
portive housing. This non-intrusive, low-demand envi-
ronment can help homeless people with a mental illness
re-establish trust and to eventually re-engage in needed
treatment and services.

Safe Haven facilities are designed with these goals in
mind, by offering either private or semi-private
accommodations along with common use of kitchen
facilities, dining rooms and bathrooms. In addition
to residential facilities, the Safe Haven may also pro-
vide assertive outreach and other supportive services,
such as food, clothing, bathroom and laundry facili-
ties, health and mental health care, to eligible
persons who are not residents on a drop-in basis.

WHAT LINKAGES HELP

A SAFE HAVEN FIT INTO

THE CONTINUUM OF CARE SYSTEM?

To fulfill its purpose as a portal of entry within the
Continuum of Care system, the Safe Haven must
be linked to all other components of the Con-
tinuum of Care system that are needed by home-
less people with a mental illness. The flexibility of
the program permits many of these services (i.e.
assertive street outreach services, drop-in centers,
emergency residential services, health, mental
health, and substance abuse services) to be funded
through HUD’s Supportive Housing Program.
However, to avoid unnecessary overlap and du-
plication of effort, Safe Havens must develop link-

IT IS UNLIKELY THAT ANY SAFE HAVEN

WILL  HAVE ALL OF THE ABOVE IN PLACE.
HOWEVER, FOUR BASIC ELEMENTS

ARE ESSENTIAL:

1. Knowledge and understanding of the
needs of the target population and how
they are, or are not, currently being met
within the Continuum of Care system.

2. An experienced sponsor with a good
track record who can “sell” the project
and operate it effectively.

3. Linkage with the public mental health
system or community-based mental
health service providers.

4. Realistic strategies for leveraging the
housing and service resources needed
by Safe Haven residents, particularly
“next step” resources for mental health
and supportive housing.
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on-site, other innovative outreach and referral strate-
gies can be developed in conjunction with the Safe
Haven residential program. For example, successful out-
reach/referral and drop-in center programs already op-
erating within the Continuum of Care system might be
augmented to accommodate the specific needs of people
with a mental illness, thus avoiding duplication of ca-
pacity. The Safe Havens project in Columbus, Ohio, is
now pursuing this strategy after having difficulty siting a
new facility that includes both a drop-in center as well
as supportive housing at a single site.

LINKING WITH PUBLIC MENTAL HEALTH

 SYSTEM RESOURCES

One of Safe Haven’s long-term goals is to give every
Safe Haven resident better access to the mainstream
network of community-based mental health services.
Making this transition is essential if the resources of
the Safe Haven are to be maintained for their transi-
tional purpose. Ideally the community mental health
system is involved in the initial planning and devel-
opment of the Safe Haven so that linkage to main-
stream mental health system resources can be ad-
dressed during project development.

In Houston, the Safe Haven was conceptualized and
sponsored by the mental health system to address the
needs of a specific population of their consumers who
cycled repeatedly from the streets to jails and shelters.
The Harris County, Texas, Mental Health/Mental Retar-
dation Authority acts as the single point of accountabil-
ity for all mental health consumers in the area, and has
developed a number of successful programs serving
homeless and formerly homeless consumers. The
agency’s commitment to this population will facilitate
access to mainstream mental health programs when Safe
Haven residents are ready. Next step transitional and
permanent housing resources will also be available
through McKinney-funded SHP and Shelter Plus Care
Program and through state supportive housing resources
controlled by the Harris County Authority.

Some sponsors have succeeded in identifying suffi-
cient mental health service resources within the Con-
tinuum of Care to begin developing a Safe Haven with-
out support or funding from the agency that controls
the purse strings. These Safe Havens may confront prob-
lems later when trying to transition program partici-
pants into mainstream mental health housing and

ages whenever possible with other Continuum of
Care programs, such as the Supportive Housing Pro-
gram, the Shelter Plus Care Program and HUD’s Sec-
tion 8 Program.

Because of their unique role as the system’s entry
point, Safe Havens must be maximized for their in-
tended purpose. Therefore, the “essential” next step
resources of transitional, permanent supportive hous-
ing, and independent living that are appropriate for
people with mental illness, must be identified and
readily available to Safe Haven residents. Once a Safe
Haven is open, movement within the system becomes
essential for both the homeless individual with a men-
tal illness who is living on the streets and who needs
the services of a Safe Haven, and for current Safe
Haven residents who are ready to take the next steps
toward community re-integration.

LINKING WITH OUTREACH REFERRAL

NETWORKS AND

STRATEGIES FOR SAFE HAVENS

Targeted outreach and engagement activities, which
can be funded as SHP supportive services, are critical
components of the Safe Haven. Safe Havens may have
their own outreach staff and/or may rely on referrals
from existing programs in their community, including
the McKinney-funded Projects for Assistance and Tran-
sition from Homeless (PATH) program. Along with out-
reach activities, it is also important to educate the
police and people working at local shelters, meal
programs and hospitals about the availability of the
Safe Haven and the process for making referrals.

The basic services and supports provided by Safe Ha-
ven drop-in centers are integral components to out-
reach and engagement strategies. By offering the essen-
tials of life such as food, clothing, laundry, storage and
basic health care, drop-in centers become  “portals of
entry” to the program by establishing a point of contact
from which trust can build. When based at the drop-in
center, outreach staff can remain in contact with home-
less persons as they make their transition from the streets
to the residential component of the Safe Haven.

Although many Safe Havens have co-located a drop-
in center exclusively for people with a mental illness
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worked closely with the Massachusetts Legislature for
over a year to obtain this funding targeted specifically
for homeless substance abuse services within the state
Department of Public Health’s budget.  Staff from this
program, which is co-located within Boston’s pub-
lic emergency shelter system, are trained and su-
pervised by mental health professionals who are
also certified in addiction services.

Health Care for the Homeless programs are pro-
viding valuable primary health care services to many
Safe Havens across the country.  Freestanding medi-
cal and dental clinics, and community-based health
centers have also volunteered to provide free care
for Safe Havens residents in several communities.
In New Haven, Connecticut, the Safe Havens spon-
sor has affiliated with the local Visiting Nurse Asso-
ciation, which will provide an on-site team for initial
health screenings and physical examinations.

LINKING WITH MANAGED CARE

The term “managed care” refers to a set of prin-
ciples and technologies used to ensure that the most
applicable clinical care is provided in a cost-effi-
cient manner.  In recent years, states have increas-
ingly looked to see how the principles and
technologies of managed care can be applied to
Medicaid and non-Medicaid services, including
those funded by state mental health, health, and
substance abuse agencies.  In these states, the
implementation of managed care may have signifi-
cant implications for programs within the
Continuum of Care system.

In many cases, the impetus for embracing managed
care comes from governors, Medicaid directors, and
managed care organizations who may be seeking

supportive service programs. The lack of public
support from county or local mental health au-
thorities could make it difficult to leverage the po-
litical and community support needed during the
siting process. Safe Havens initiated without the ini-
tial support of the public mental health funding
system may also have difficulty leveraging com-
mitments of this funding “after the fact.”

Interviews with a number of Safe Haven sponsors in
this situation appear to indicate a potential correlation
between the public mental health system’s previous com-
mitment to other supported housing programs, and their
interest in financially supporting a Safe Haven project.
For example, a Safe Haven sponsor in the Midwest re-
ports that the county mental health board has shown
little interest in and contributed no funding for the
project. This mental health board, which ultimately con-
trols all mental health service funding, has had no in-
volvement with any HUD McKinney housing programs,
although the community’s Consolidated Plan states that
more than 1,000 homeless people with a mental illness
are in need of supportive housing in the region. Fortu-
nately, a community mental health center adminis-
tering the McKinney SHP transitional housing and Shel-
ter Plus Care programs has agreed to provide support-
ive services for the project and will help link program
participants to permanent supportive housing resources.

LINKING WITH SUBSTANCE ABUSE AND

HEALTH CARE SERVICES

The availability of substance abuse services, particularly
ancillary detox and short-term “holding” programs,
are essential for Safe Haven participants.  Hard-to-
reach homeless persons with mental illness frequently
need access to primary health care to address medi-
cal emergencies as well as chronic and complex medi-
cal and dental problems.  During the outreach and
engagement process, entitlements such as Medicaid
may not be in place to pay for these services.  Safe
Haven sponsors have looked both within and beyond
the Continuum of Care system to identify and plug
into networks that can provide these services.

In Boston, Safe Haven residents will have access to
new specialized 28-day detox and early recovery
services that were added to the Continuum of Care
system in 1996.  Advocates for homeless people

Safe Havens in i t ia ted w i thout
the initial support of the public
mental  health funding system
may also have diff iculty lever-
a g i n g  c o m m i t m e n t s  o f  t h i s
funding “after the fact.”
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opportunities within managed care for cost savings as
well as improvement in access and quality of care.  At this
point in time, it is unclear what impact managed care
technologies will have on specialized housing and sup-
portive services programs targeted to serve homeless
persons with a mental illness. One of the opportunities
provided by managed care is that it allows public mental
health systems more flexibility to move away from tradi-
tional financing models and toward more nontraditional
approaches, such as those offered in a Safe Haven.

However, few national managed care organizations
have had experience with either Medicaid recipi-

ents or homeless persons with severe disabilities.
These organizations may not understand the value
or scope of services that are offered within Con-
tinuum of Care systems, since they go beyond tra-
ditional inpatient and outpatient services. To pre-
serve funding for these programs in a managed
care environment, managed care organizations will
need to understand how the success of programs
within the Continuum of Care system is directly
related to keeping people out of more costly set-
tings such as inpatient care.
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   his chapter is intended to assist agencies and organizations seeking to
plan Safe Havens with the process of thinking through the many
complex issues associated with establishing a successful program.  Plan-
ning a program that combines both housing and services can be over-
whelmingly complex and sometimes unmanageable.  By providing ex-
amples as well as ideas, this chapter intends to illustrate successful ap-
proaches to the problems associated with developing Safe Haven hous-
ing.

A review of existing Safe Havens reveals that problems associated with siting
and financing the housing have caused delays in program start-up for many
groups.  However, the time line for program start-up can be met–or at least
delays can be minimized–through careful planning and continued moni-
toring of the project during the early stages.

This section discusses the planning, financing and development of the “bricks
and mortar” component of a Safe Haven.  Because these three activities–
planning, financing and developing–are linked and interrelated, they are
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best considered together.

PLANNING

One of the most important aspects of establishing a
Safe Haven is its initial planning.  On a macro level,
the planning process begins with the development of
the community’s Continuum of Care.  When done prop-
erly, the Continuum of Care is developed through iden-
tification and analysis of:
• the needs of the homeless population,
• the existing resources available to meet

those needs, and
• the gaps in resources and services in the

particular community.

The gaps are then prioritized and specific programs
are designed and implemented to fill them.  Questions
about whether a Safe Haven is needed or feasible and
how it may fit into a community’s Continuum of Care
are covered in detail in the previous chapter.

The same approach employed in developing the Con-
tinuum of Care should be used in planning the specific
program elements, including the establishment of a Safe
Haven.  However, the planning required at the program
development level must be much more detailed.  It is an
iterative process requiring continued refinement as more
detailed information becomes known.

1. Identify and quantify need.  The first step is to
identify and quantify the needs the Safe Haven is in-
tended to meet.  What is the intended capacity of the
Safe Haven?  What kinds of services will the intended
residents need to overcome their situations?  What
rate of turnover is anticipated?  (The turnover rate is,
at least in part, dependent upon the capacity of other
aspects of the Continuum of Care, such as access to
permanent supportive housing opportunities.  It will
also be dependent upon the nature of the anticipated
future residents, their abilities and the effectiveness of
the supportive services provided to them.)

2. Inventory resources.  An inventory of commu-
nity resources available to meet the needs of the target
population is also essential in planning for a Safe Haven.
This accounting should extend beyond those resources
identified in the formal Continuum of Care to include
resources such as existing housing stock, supportive
services programs and potential partners who might
help provide such things to support and supplement

the efforts of the Safe Haven. Once resources have
been identified, those in control of the resources
must be approached and asked for commitments
to the Safe Haven.  The Safe Haven sponsor must
also gather specific information about costs and avail-
ability of housing in the community, costs of oper-
ating the housing (for example, rent, utilities and
security) and costs of the supplies needed to oper-
ate the program.

3. Prepare budgets.  The next step in planning for
Safe Haven housing is to use the information collected
to prepare the project budgets.  Under the application
process required by the Department of Housing and
Urban Development (HUD) for their funding of a Safe
Haven, applicants must submit budgets that identify
the costs of the program, the number of individuals
served and so on.  It is recommended that the HUD
application forms be viewed as summary information.
The Safe Haven sponsor should develop more detailed
budgets indicating the cost of establishing and operating
the program over time.  Budgets should account for
one-time costs as well as operating costs such as meals,
transportation and furnishings.

REHABILITATED, ACQUIRED OR

DEVELOPED HOUSING UNITS

If housing units are going to be rehabilitated, acquired
or developed, the housing portion of the Safe Haven
budget may require two different budgets.  The program
will need a development or capital budget and an
operating budget.

The development budget identifies the costs of acquiring
or producing the housing and the anticipated sources
of funds to pay for it.  Items such as the purchase cost
of a building and the cost of any necessary building
improvements should be included in this budget, along
with a number of “soft” costs associated with carrying
out such a project including:  professional fees (archi-
tectural, legal, accounting); the cost of construction
financing; zoning, building and other permits; etc.
Quite often, because of the need to keep the ongoing
operating costs low, the developer must utilize several
sources of subsidy funding to reduce the amount of
money that needs to be borrowed under a mortgage.
Generally speaking, the greater the number of
sources of funding, the higher the soft costs will be and
the more complex and risky the project will become.
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For these reasons, it is important to have access to
people experienced in the development process.
The operating budget for a project that is devel-
oped and owned should include detai led
breakouts for expenses such as maintenance, re-
payment of long-term debt and property manage-
ment costs.  The operating budget must be bal-
anced against the anticipated income the housing
will generate (such as rent payments made by occu-
pants, income provided by the Safe Haven and
other operating subsidies, if any).

COST PREPARATIONS

The development and operating budgets are interactive.
Costs incurred in developing the project will affect the
income needed to support the project when it becomes
operational.  For example, development debt, such as
a first mortgage, shows up in the operating budget as a
debt service cost.  In addition, many of the costs con-
tained in the operating budget (e.g., leasing costs) will
change over time, and such changes need to be accounted
for during the budget preparation stage.

Program policy choices, such as whether Safe Haven
residents will be asked to pay rent, are reflected in the
budgets as well.1   In general, these factors should be
modeled using a variety of assumptions ranging from
“best-case” to “worst-case” scenarios.  This practice,
sometimes called project sensitivity testing, often
reveals weak points in the financial viability of the
program and can be helpful in creating contingency
plans for possible funding shortfalls.

As planning for a Safe Haven continues, programmatic
and financial “gaps” in the resources available to the
project will become more evident.  Program planners
must continue to refine the budgets to ensure that they
will fit the needs of the community within the limits of
the available resources.

DESIGN

The underlying design, philosophy and values of a Safe
Haven will have a direct impact on the kind of housing
the program will seek.  For example, if Safe Haven
designers have determined that a centralized “all un-
der one roof” approach will be most effective in pro-

viding services to Safe Haven residents, they will
need to identify a facility with adequate space.  If,
on the other hand, a more home-like environment
with drop-in services is desirable, then the housing
type and location will be very different.  The local
real estate or rental housing market will also have
a direct impact on the types of housing that are
feasible within a Safe Haven budget.  These same
factors will help shape the way in which the hous-
ing is financed.  Thus, it is critical that Safe Haven
planners work through the overall program de-
sign and program “values” before considering
financing options for the Safe Haven housing.

The housing needed to operate a Safe Haven can be ac-
cessed in a number of ways.  These include utilizing an
existing and already owned facility, leasing existing hous-
ing units, and developing and operating new housing de-
signed and built specifically for the needs of a Safe Haven.
During the planning process, Safe Haven designers must
seek to determine which approach or approaches will be
most effective and most practical in their particular com-
munity.  Although program planners may already own
or control existing housing that is consistent with pro-
gram values, this is the exception rather than the rule. For
more on facility design, please see Chapter 7.

LEASING EXISTING RENTAL HOUSING

Leasing existing housing is usually the least compli-
cated and often the least expensive approach to se-
curing housing for a Safe Haven.  Leasing offers the
potential for greater flexibility and variety in hous-
ing, and if a scattered-site model is being used, leas-
ing can lead to variety in locations as well.

When leasing is contemplated, it may have a limiting
effect on the overall scale of the project, or it may limit
the number of project units possible in any one location.
For example, the housing stock in some communities
consists largely of single-family homes and duplexes,
which can potentially affect the “economy of scale” of
a Safe Haven.  On the other hand, this same kind of
housing stock can lead to the creation of settings that
are more home-like and less institutional than might
be possible in higher density housing situations.

A number of precautions can be taken in a leasing
situation to protect a Safe Haven.  Using an attorney to
assist with lease negotiations is strongly recommended.
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Seeking a long-term lease or obtaining an option to
purchase the property helps guard against having to
move the program unexpectedly.  A thorough in-
spection of the property by a certified building in-
spector is also essential.  In addition, the lease should
clearly identify the landlord as being responsible
for maintaining all major building systems.

When negotiating for leased space, it is important to re-
solve all property and liability insurance questions and
to make sure the landlord has the legal authority to enter
into a lease with an agency or a unit of government rather
than an individual.  Some housing units have underlying
financing that may prohibit such arrangements.

Legal advice and adequate time are essential to success-
ful negotiation of a lease between a landlord and a
Safe Haven operator.  All potential problems associ-
ated with such a lease must be resolved before the
lease is signed.

DEVELOPING AND OWNING HOUSING

If the type or location of housing the Safe Haven
needs is not available through leasing, developing hous-
ing may be preferable or even necessary.  Housing
development is complex, risky and time consuming.
It requires specialized training and established work-
ing relationships with a variety of actors and agencies.
Thus, Safe Haven operators should examine all pos-
sible alternatives carefully before taking on the task
of developing and managing the housing themselves.

Information about community housing costs and va-
cancy rates, which should have been compiled dur-
ing the planning phase, can help program plan-
ners determine whether development of housing
is advisable.

Because the development (or redevelopment) of hous-
ing specifically for a Safe Haven requires such a sig-
nificant investment of both time and capital, it should
only be undertaken within the context of long-term
community and human service systems planning.
Developing housing for a Safe Haven is advisable if
the community demonstrates the willingness to make a
long-term investment in the “institutional infrastructure”
needed to sustain operation of the Safe Haven over time.

Once the decision to develop the housing has been
made, program operators must examine the various
ways of making the project happen.  One way is to
collaborate with an existing housing development
organization for production of the housing units.  Some
such collaborations are done on a “turnkey” basis,
with the developer owning the housing during con-
struction and transferring the title to the Safe Haven
upon completion.  In other cases, the Safe Haven pro-
gram may own the housing throughout the develop-
ment process, but contract with a developer for con-
struction and possibly management of the completed
units.  It is also possible for the developer to retain
ownership and management of the completed housing
units, leasing them to the Safe Haven.  This last arrange-
ment is helpful because it separates the roles of land-

LEASES AND SAFE HAVENS

The Milwaukee County Safe Haven is one example of a Safe Haven that leases property.  The
Milwaukee County program chose to lease existing units for several reasons.  First, the Milwau-
kee County Mental Health Division, which sponsored the Safe Haven, had a goal of providing
highly integrated housing settings for the Safe Haven residents.  Input from mental health
consumers indicated that home-like settings in a variety of locations (e.g., north side and south
side) would be most comfortable for potential residents from those neighborhoods.  In addition,
the housing stock in Milwaukee County consists primarily of duplexes, which meshed well with
the scattered-site, low-density model envisioned by Safe Haven planners.  To implement its pro-
gram, Milwaukee County approached nonprofit neighborhood organizations who owned and
operated affordable rental housing and negotiated leases in four locations that provided the
desired settings while also keeping within the program budget.
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lord and service provider, reducing the conflicts of
interest that might otherwise occur.

Collaborating with an existing development orga-
nization can often “leverage” additional resources
(for example, grants, subsidies, debt financing and
equity) that may not be available to the Safe Ha-
ven operators on their own.  With these additional
resources, more Safe Haven grant funds can be used
to serve additional residents or broaden the scope
of services available.

SUPPORTIVE HOUSING PROGRAM

Ultimately, whether Safe Haven housing is leased or
owned by the Safe Haven operators, paying for the
housing  with HUD Supportive Housing Program (SHP)
funding requires planning the program to be in com-
pliance with the SHP’s regulations.  For leased hous-
ing, SHP provides a three-year commitment for hous-
ing costs with the possibility of renewal grants.  Safe
Haven planners need to project future sources of
operating funding to pay housing costs beyond this
three-year commitment.

HUD requires a 20-year use restriction on housing
purchased and/or developed for the Safe Haven that
often requires a long-term commitment of the Safe
Haven operators to the operating budget of the facility
itself.  Projects that cannot demonstrate long-term sol-
vency are not viewed favorably by most funding sources.
A successful track record and evidence of diversified
funding for the program will mitigate this situation.

FINANCING

The expense of developing an intensive 24-hour
residential service program could be a deterrent to the
development of Safe Havens in some communities. How-
ever, the development of a Safe Haven can be more
feasible and cost-effective if sponsors can successfully
combine HUD SHP funds with other networks and re-
sources for funding key housing and service components.

Up to $400,000 in HUD SHP funding is potentially
available for acquisition, rehabilitation or new con-
struction, but a cash match from the applicant is also
required. This cash match can be financed; however,

debt service cannot be paid out of SHP operating
funds. A portion of the operating costs and the cost of
supportive services can also be covered by SHP funds.
To complete the funding package, leveraged re-
sources can be provided from both within the exist-
ing Continuum of Care system, as well as from “main-
stream” housing and supportive service programs.

Leveraging other resources and funding networks is
critically important for Safe Haven sponsors because:

• Cash resources are essential to meet SHP
match requirements if acquisition, rehabilita-
tion or new construction activities are planned.

• Funding for the Safe Haven provided by the
mainstream public mental health funding net-
work is concrete evidence of “buy in” by
officials who make policy for the system and
control the purse strings. This “buy in” will
be important for the long-term viability of
the Safe Haven as a component of the men-
tal health service system.

• Many hard to reach homeless persons with a
mental illness will also have other co-occur-
ring disabilities such as substance abuse, AIDS,
or other physical disabilities. Supportive ser-
vices for these disabilities may be difficult to
access for a treatment-resistant homeless
population with intensive service needs, but
could be essential for a Safe Haven resident.

• Resources leveraged from other homeless
programs -- such as outreach services, social
and recreational services, meals programs,
and housing -- can promote collaboration
across the Continuum of Care system and
avoid unnecessary duplication of effort.

• Connections to other community resources,
such as those targeted for employment, pub-
lic service, and the media, can build and
maintain public support for the Safe Haven
as a valued community program.

Most communities that may need a Safe Haven have
existing federal, state, local, and private resources for
housing and supportive services that can be used in
conjunction with HUD SHP funds. Identifying and
aggregating these “leveraged” resources into a seam-
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less system that meets the needs of Safe Haven resi-
dents begins during the project’s conceptualization
stages and becomes an ongoing part of operations.
Several sources for potential funds can be ap-
proached in an effort to secure the capital match
funds required by SHP.  For example, Safe Haven
sponsors in Houston and Boston received commit-
ments of Community Development Block Grant
funds administered by local government. Emer-
gency Shelter Grant funds provided capital match
for the Honolulu Safe Haven. In Ohio, the Ohio
Department of Mental Health capital bond pro-
gram ensured that matching funds were available
for two Safe Havens in Cleveland and Columbus.
The Lowell, Massachusetts, Safe Haven operates in
a building that was already owned by the mental
health system. Other possible sources of SHP
matching funds are HUD’s HOME program, state
or local capital funding programs for transitional
housing, and private fund raising.

Safe Haven sponsors should also seek private support
for their programs whenever possible. Private resources
from foundations, the business community, local
churches, and individual donors provide critical finan-
cial and community support, particularly during project
development. This type of support can help convince
local officials or neighborhood groups to lend their
support for the project and help to address NIMBY
problems if they occur.

The Safe Haven in Lowell, Massachusetts, has opened
up a network to the community by operating a bakery
within a local indoor farmer’s market. Safe Haven resi-
dents can take advantage of the program to learn
valuable job skills and to re-engage in community
activities. Twice a week, Safe Haven residents also set
up shop to sell the bakery’s goods in several of  Lowell’s
elderly housing buildings, which has helped the Safe
Haven residents to reconnect and give something back
to the community. The Lowell program has also been
promoted on the local cable television access channel.

The Houston Safe Haven is exploring an affiliation with
the University of Texas’s Houston Recovery Campus, an
innovative program being developed for people re-
covering from substance abuse. In Boston, Safe Haven
residents will have some meals regularly provided by
members of the Newbury Street Church where the pro-
gram will be sited. Other Safe Haven sponsors are also
actively exploring ways in which church groups can

help with fund raising and provide regular volunteer
services that can augment core supportive services
funded by the Supportive Housing Program.

DEVELOPMENT

Assembling a competent development team is critical
to ensuring that a Safe Haven development project is
feasible and proceeds on time.  Some Safe Haven
planners have all the technical expertise needed for
housing development under one roof, but most need
to locate community partners experienced in housing
development and management to serve on the devel-
opment team. Team members are likely to be found in
nonprofit housing organizations, housing authorities,
private development firms and local property manage-
ment companies.  Partners experienced in designing
and providing supportive, community-based services
may also be needed.  Examples of such partners could
include other homeless service providers, community
mental health agencies and consumer groups.  Con-
sumers should be an integral part of the team.  Infor-

ESTABLISHING A DEVELOPMENT TEAM

The Milwaukee Safe Haven program estab-
lished a diverse development team with the
following membership and responsibilities.

1.  Representatives of the mental health
system coordinated the design and
implementation of services with direct
input from mental health consumers
who had previously experienced
homelessness.

2.  Representatives of the public housing
authority provided overall coordina-
tion and acted as fiscal agents.

3.  The Wisconsin Partnership for Hous-
ing Development, a nonprofit interme-
diary organization, provided techni-
cal assistance for both service system
design and identification and leasing
of housing for the Safe Haven.

4. Nonprofit housing organizations
developed the housing units and leased
them to the  Safe Haven.
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mation gathered from consumers through surveys
and focus groups should also be used during the
planning process.
Working with a skilled development team allows Safe
Haven operators to concentrate on the things they do
best–designing and delivering quality services.  While
establishing a good development team may seem
overly complex, the effort will pay off in the creation
of higher quality and more cost-effective programs.

Utilizing a development team effectively requires skillful
coordination, especially during the start-up phase of
the program.  To ensure coordination, it is important
to identify a skilled project manager who is experienced
in managing complex projects involving multiple actors.
The project manager must clearly understand the goals
and underlying values of the project and must be given
the authority to take the steps necessary to keep the
project on track.

It is often beneficial for Safe Haven planners to obtain
technical assistance in assembling a project develop-
ment team with the necessary expertise in affordable
housing development and management and the capac-
ity to develop and manage Safe Haven housing as well.
Local, state, regional and national agencies involved
in supporting nonprofit housing development are pos-
sible sources of such assistance.  The cost of their ser-
vices can frequently be covered under contracts they
hold with HUD or other funding sources.

CHOOSING A SAFE HAVEN LOCATION

Determining the optimal location for a Safe Haven can
be difficult.  Several important siting considerations
are outlined below:

• The housing used for the Safe Haven should
strive to fit within the context of the commu-
nity.  Safe Haven housing must be acceptable
to both the future residents and the surround-
ing community.  Information gained in con-
sumer surveys and focus groups should be
applied to siting decisions.  In addition, Safe
Haven housing should physically match the
housing type and scale of the surrounding
neighborhood.  This consideration is especially
important in new construction or substantial
rehabilitation projects.

• Location directly affects costs and choices

may be limited by the budget. The ideal
housing location may simply be out of
reach of the Safe Haven budget.  Knowing
the local real estate market and working
with a real estate professional who under-
stands and supports program objectives can
simplify the search for potential sites.  Lo-
cal public agencies such as the commu-
nity planning and development depart-
ment or the public housing authority may
also be helpful in siting the Safe Haven.

• Site must fit the local planning framework
and zoning requirements. Safe Haven planners
should work with local zoning and community-
planning officials to ensure that the planned
Safe Haven fits within the planned development
and zoning parameters for the area.  Securing
the support of local elected officials and agency
administrators early in the process is essential
to keeping the Safe Haven development on
schedule.  Safe Haven planners may need the
assistance of someone familiar with local offi-
cials and political processes to help develop
the necessary working relationships.

• Access to supportive services, community ser-
vices and transportation must be considered.
Safe Haven residents generally need ready
access to community services such as shop-
ping, transportation and health care.  A work-
ing knowledge of the neighborhoods in the
community is essential to identifying locations
that can support the needs of a Safe Haven.

• Location should strive to meet the needs of
a potentially diverse population of residents.
Depending on the scale of the program, Safe
Haven housing should strive to meet the needs
and preferences of many different individuals.
This may mean that multiple sites in a variety
of settings will be needed to allow consumers
to make the choices that will meet their needs.

STRUCTURE AND SPACE CONSIDERATIONS

Potential Safe Haven operators often wonder whether their
existing space or other readily accessible space can meet
the objectives of the Safe Haven in addition to meeting
other organizational objectives.  The comments below may
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NOTE:
1The issue of charging rent can raise complex legal and administrative questions related to real estate law and benefit
eligibility.  Paying rent is not possible for most people who initially move into a Safe Haven.  However, over the course of
several months new residents may be assisted in becoming eligible for income, such as SSI.  Qualified legal assistance
should be utilized in making such program design decisions.

help such agencies determine whether the locations being
considered truly offer effective solutions to the space needs
of the Safe Haven housing.

The importance of designing Safe Haven housing
and program components around the people the Safe
Haven intends to serve cannot be overstated.  Agen-
cies are often tempted to design Safe Haven hous-
ing arrangements around their existing facilities,
disregarding or skipping entirely the planning and
information gathering steps and proceeding directly
to the bricks and mortar development.  Short-cir-
cuiting the planning process in this way is danger-
ous and can result in the creation of a Safe Haven
that does not meet the needs of the consumers.

Although it takes more time, evaluating any proposed
Safe Haven site in terms of the market information
gathered during the consumer housing preference
study is essential.  Safe Haven planners must continu-
ally ask themselves: “Does this proposed location meet
the defined needs of its future occupants as identified
in our market surveys?”  Only sites that yield a posi-
tive answer to that question are likely to meet the needs
of the program over time.

Using an existing structure versus a new structure.
Existing structures are frequently more cost-effective
and easier to develop, and they tend to be located
closer to essential services.  They can often be brought
on line more quickly as well.  But existing structures
are limited by their current configurations; they may
not be easily conformed to the housing design consid-
ered most desirable for the Safe Haven.

New construction or substantial rehabilitation are of-
ten more expensive initially.  They also require more
planning time and involve higher risk.  But new or
substantially rehabilitated space can be designed from
the ground up to include all of the features desired in
a Safe Haven such as better security, a compatible
floor plan, higher energy efficiency and greater com-
fort.  On the other hand, new construction and sub-
stantial rehabilitation usually involve purchase of the
property, which limits the number of sites available
and makes future relocation less feasible.

Sharing space with another program and/or using
the Safe Haven as a drop-in center.  From a plan-
ning, design and siting perspective, having a Safe
Haven share space with other programs can add
complexity to the site identification process.  Zon-
ing and licensing issues may be more complicated
as well.

The easiest, and perhaps best, shared facility situa-
tion might be to combine a Safe Haven with a related
service, such as an emergency shelter, but this will
work only if the resulting Safe Haven housing meets
the needs of the consumers who will live in it.  A clear

distinction needs to be drawn between the Safe
Haven and the emergency shelter.  The potential
Safe Haven residents are likely to be people who
have rejected the emergency shelter as an option.

Using the Safe Haven site as a drop-in center for home-
less people can help to create outreach and engagement
opportunities, but may also result in a more disruptive
setting for the residents of the Safe Haven.  Adding the
drop-in feature may limit the number of potential sites,
increase neighborhood opposition and increase security
and staffing needs as well. (Please refer to Chapter 6,
pages 66-67, for more ideas on building designs)

Properly conceptualized and implemented, the Safe Ha-
ven can provide local Continuum of Care systems with an
effective approach to engage and serve a difficult to reach
homeless subpopulation. By offering a refuge from the
streets, a low-demand approach, and appropriate ser-
vices and supports that are readily available, Safe Ha-
vens can make a meaningful contribution in eliminating
homelessness among people with a mental illness. A Safe
Haven is more than a place, however; it is a “metaphor”
for community support systems. As such, the public men-
tal health system and other housing and service provid-
ers within the Continuum of Care system will have much
to learn from the implementation of Safe Havens.

The importance of designing Safe
Haven hous ing and program
components around the people
the Safe Haven intends to serve
cannot be overstated.



CHAPTER

The Challenge and Opportunity

of NIMBY

3



27NIMBY

THE CHALLENGE AND

OPPORTUNITY OF NIMBY

  he so-called NIMBY (Not In My Back Yard) syndrome, and its cousin
BANANA (Build Absolutely Nothing Anywhere Near Anything), present both
a formidable challenge and a wonderful opportunity to potential developers
and operators of Safe Havens.  The challenge is obvious:  the successful
siting of the Safe Haven facility.  The opportunity is subtle, but significant:
the administration of the project even from its initial planning stages in a way
that embodies the core principles of a Safe Haven, namely respect for hu-
man dignity, perseverance, and hope.

Most supportive housing projects in general, and Safe Havens in particular,
face opposition from NIMBY forces.  A 1997 survey of Safe Haven developers
found that siting was their chief concern.  NIMBY’s impact on Safe Havens
is consequential.  NIMBY can increase costs, cause starting delays of more
than six months to a year, and necessitate site changes.  In some cases,
potential developers have lost funding and had to cancel plans for a Safe
Haven due to an inability to site the facility successfully.

This potential adversity, though, can be a blessing in disguise for Safe Haven
developers.  NIMBY forces developers to plan thoroughly, design the facility
and program thoughtfully, educate wisely, and act deliberately.  NIMBY
necessitates that agency administrators and consultants reach out to and
treat their future communities and neighbors in the same way they
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expect their outreach workers to reach out to and treat
potential residents:  with patience, respect for their dignity,
and establishing trust.  Safe Haven developers, like Safe
Haven line staff, need discipline, perseverance, and a
sense of humor.  There is more to the analogy.  When a
resident is in a crisis and is dangerous to self or others,
staff can, as a last resort, invoke available provisions of
law to effectuate a commitment.  So too, when NIMBY
forces threaten the very existence of a Safe Haven, project
developers can -- and should -- use every legal means to
achieve siting.  Every person, no matter how long home-
less or how seriously mentally ill, has a basic right to live
in a community.  Safe Haven developers have both the
privilege and responsibility to uphold this right.

Legal means, however, should be a last resort.  Most Safe
Haven operators have not had to utilize lawsuits or other
legal action to site their projects.  This chapter sketches
seven steps successful Safe Haven siters have taken to
open the doors of their programs.  Only the last step needs
to be taken hand-in-hand with lawyers.

STEP ONE:  KNOW THE LIKELY CONCERNS

AND ANTICIPATE POTENTIAL OPPOSITION

It is imperative that Safe Haven developers become
very familiar with who their potential opponents may
be and what arguments, reasoning, and tactics they
may employ.  Once Safe Haven developers have iden-
tified potential sites, they should consult with develop-
ers of other supportive or low-income housing projects
in these neighborhoods.  Developers can learn a great
deal from the experience of their predecessors about
the individuals and organizations that are likely to op-
pose the project, what strategy and tactics have worked
in the past for developers and what has not, and which
persons in the neighborhood are “in the know” and
may be counted on for support.  As potential opponents
are identified, Safe Haven developers can begin to
develop plans to address their concerns.

Potential opponents are unique to each given situation;
most arguments likely to be expressed in opposition to
the siting of a Safe Haven are not.  Some are generic
to any type of supportive housing, others are geared
more to the character of a Safe Haven.  The most
common reasons that neighbors and other community
members have used to object to a Safe Haven are:

• I don’t want a bunch of people who haven’t
been able to take care of themselves around
my home.

• This Safe Haven won’t be safe for me or my
children.  These people have mental illnesses,
so they are likely to be dangerous.

• This project will lower the value of my prop-
erty; first a homeless shelter, next this neigh-
borhood will become a ghetto.

• These people will not fit into the neighbor-
hood.  Since they are homeless, they will loiter,
will be disheveled, will panhandle, and will
act antisocially.

• The neighborhood will become overcrowded
with all these new people and traffic will increase.

• You say that your funding is guaranteed
for only three years.  What happens after
that?  How do I know that you won’t just
abandon the place, and then we’ll have to
deal with a vacant building?

1. Know the likely concerns
and anticipate potential
opposition

2. Plan thoroughly

3. In siting and design, keep
NIMBY concerns in mind

4. Community outreach and
education

5. Adopt and implement a
“good neighbor” policy

6. Cultivate and utilize “non-
traditional” allies

7. Develop a legal strategy .
. . just in case

SEVEN STEPS TO ADDRESS

NIMBY ISSUES
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The majority of these objections contain at least a
nugget of legitimate concern.  Safe Haven develop-
ers must be prepared to address and honor what is
legitimate in these arguments while, at the same time,
dispelling any fears and misconceptions.  The follow-
ing steps provide some guidance for these tasks.

STEP TWO:  PLAN THOROUGHLY

Good planning for a Safe Haven encompasses more
than just house rules and transition options.  Just as ef-
fective planning was necessary for a Safe Haven to be
included in a community’s Continuum of Care, so it is
needed for the Safe Haven to achieve successful siting.

A comprehensive plan for responding to potential
NIMBY issues identifies and builds on knowledge of
potential supporters and opponents, and their inter-
ests and concerns.  It features an inclusive community
education and outreach strategy (Step Four) and takes
into account likely scenarios and possibilities.  It out-
lines the way the Safe Haven developer will secure the
support of the media and political leaders.  The siting
plan is proactive and anticipates and sketches responses
to potential objections.  The Safe Haven developer
should have a well-developed strategy.  Every ac-
tion the developer takes to anticipate and respond
to potential NIMBY concerns, including a list of
community meetings and a record of telephone
calls, should be documented.

Excellent financial planning is as valuable for ad-
dressing NIMBY concerns as it is for a Safe Haven
to be included in a Continuum of Care or to oper-
ate effectively.  Concerns about the financial viabil-
ity of a Safe Haven are legitimate for both potential
residents and potential neighbors.  Some supportive
housing programs have had to close due to lack of
funds, and their closure, in addition to harming the

residents, has also impacted the neighborhood.  An
unkempt, vacant building is a safety hazard that
detracts from a neighborhood’s vitality.  Safe Haven
developers should not depend solely on a Sup-
portive Housing Program grant for Safe Haven
financing.  They will need to cobble together fund-
ing from other sources — and assure the neighbors
they are doing so.  Some potential funding sources,
described more completely in the Continuum of Care
chapter, may include PATH funds, Medicaid reim-
bursements, state mental health or housing funding,
Community Reinvestment Act contributions from fi-
nancial institutions, and grants from local Business Im-
provement Districts to name a few potential sources.

STEP THREE:  IN SITING AND DESIGN,
KEEP NIMBY CONCERNS IN MIND

In the previous chapter, David Porterfield describes how
a Safe Haven can be designed to promote resident dig-
nity and support the objective of a successful transition.
The design of a Safe Haven can also anticipate and re-
spond to NIMBY-related concerns.

In choosing a site, the Safe Haven developer must un-
derstand and be prepared to address every relevant
licensing requirement and zoning regulation.  One way
to deal with these requirements is to avoid them.  The
developer of a Safe Haven in Eugene, Oregon, chose to
locate the facility in an unincorporated area where many
of these requirements do not exist.  Developers of Safe
Havens in Milwaukee, Wisconsin, and Montgomery
County, Maryland, chose to develop lower density, scat-
tered site programs in which many prohibitive zoning
regulations were inapplicable.  Since zoning regulations
are an arrow in many a NIMBY quiver, these develop-
ers used a tactic that rendered the regulations moot.

Landscaping and other outdoor design features can al-
lay fears (most of which are stereotypical and unfounded)
about residents being a visual detraction in the neigh-
borhood.  By the very nature of a Safe Haven, residents
would have no reason to wait in line or loiter.  Many
Safe Haven residents do, though, like to exercise, recre-
ate, or smoke outside.  An attractive courtyard or back-
yard, landscaped in such a way to enhance resident pri-
vacy and comfort, will not disrupt a neighborhood.  A
well-designed and maintained entrance will boost resi-
dent self-esteem and not diminish property values.

Just as effective planning was
necessar y for a Safe Haven to
be included in a community ’s
Cont inuum of  Care,  so i t  i s
needed for the Safe Haven to
achieve successful siting.
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The Safe Haven in Springfield, Massachusetts, is
located in an historic building that was once the
jewel of its neighborhood.  When the Safe Ha-
ven developers acquired it, the building had be-
come run down.  The developers were able to
restore its beauty, thus enhancing the neighborhood.

A final design-related NIMBY caution is for developers
to consider what they call these projects.  By call-
ing the “drop-in center” an “activity center,” Safe
Haven developers in Honolulu changed the connota-
tion of the program (without altering its essence), and
alleviated many potential concerns.

STEP FOUR:  OUTREACH TO

AND EDUCATE THE COMMUNITY

Community outreach and education is critical.  This
step gives the Safe Haven developer the opportunity
to be proactive, establish credibility, and listen to
and address community concerns.  If a developer
reaches out and educates effectively, then the
NIMBY concerns should be addressed and the Safe
Haven should be sited.

The first stage in outreach and education is with the
immediate neighbors of the proposed Safe Haven site.
The developers will need to spend a great deal of time
with these neighbors, getting to know their interests
and concerns, and helping the neighbors to learn about
their mission and the programs they operate.  Taking
the neighbors on a tour of the other programs they
operate and introducing them to the neighbors of these
sites can be very effective.  Providing the neighbors
with a contact person who will be immediately respon-
sive to expressed concerns is also very important.
Instituting a “Good Neighbor Policy” (see Step Five)
is another effective action.

Once the immediate neighbors have agreed to work
with (or at least not oppose) the developers, they can
proceed with the next stage which includes distributing a
community education packet, forming a neighborhood
advisory council, and holding a series of community
meetings in the neighborhood.  The education packet
would include material which illustrates the experi-
ence of the Safe Haven developer (and operator, if
two different organizations), describes the Safe Haven
philosophy and program, outlines the good neighbor

policy, and defuses likely NIMBY concerns.  The
packet should be professional, easy-to-read, and invite
neighbors and community members to become involved
in the Safe Haven.

Several Safe Havens have found that forming a
Neighborhood or Community Advisory Council has
been beneficial in achieving siting.  This council is
composed of neighborhood leaders, church mem-
bers, local merchants, and other interested parties.
Such a council not only lines up support for the
Safe Haven, it also provides an excellent mecha-
nism for the Safe Haven developer to remain aware
of neighborhood opinion.  A council enables the
developer to learn which rumors, if any, may be
circulating about the Safe Haven and what may be
the most effective ways to dispel them.  The council
can become the ears of the Safe Haven.

Another facet of community education and outreach
is neighborhood or community meetings.  Veterans of
siting battles advise Safe Haven developers to sched-
ule a series of meetings with an established agenda for
the series set in advance.  A Safe Haven in Chicago
found a series of meetings to be essential.  A series
allowed both the neighborhood and the developers to
commit to working together over a period of time.  It
demonstrated the intention of the developers to take
the concerns of the community seriously and to re-
spond to them.  In the first two meetings, the neigh-
bors were able to express their fears and concerns.
The developers were able to listen and respond, and
their responsiveness enabled the development of
enough of a relationship and the creation of sufficient
trust for the neighbors to work with them in a non-
adversarial way.  The developers report that the series
of meetings was difficult and time-consuming and the
relationship was and is by no means perfect, but with-
out the meetings the Safe Haven probably would not
be open.

A wel l-designed, wel l-planned
Safe Haven that offers an excel-
lent low-demand program and
features qualif ied staff wil l  not
lower property values.
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Two additional approaches that Safe Haven devel-
opers have found helpful are having mental health
consumers and family members with ties to the neigh-
borhood voluntarily speak to concerned individuals
or groups.  This interaction, which has to be com-
pletely voluntary on the part of the consumer or fam-
ily member, can personalize the Safe Haven, debunk
stigma, and defuse tension.  A local National Associa-
tion of Mental Illness chapter, or other family or con-
sumer group, might serve as a resource.

The other approach is for Safe Haven developers to
address from the beginning the myth of lower prop-
erty values.  Several studies have found that only in
approximately one of every 15 cases does a supportive
housing project lower property values in a neighbor-
hood (see Building Inclusive Community in the Addi-
tional Resources section at the end of this chapter).  A
well-designed, well-planned Safe Haven that offers an
excellent low-demand program and features qualified staff
will not lower property values.

STEP FIVE:  ADOPT AND IMPLEMENT

A “GOOD NEIGHBOR” POLICY

It is essential for both good relationships and the
integrity of the Safe Haven itself that project developers
honor the legitimate concerns of future neighbors and
the community.  Having fears about a Safe Haven does
not necessarily make a neighbor a Grinch or a Scrooge.
In many cases, and for a variety of reasons, low in-
come or supportive housing projects have not been an
asset to a neighborhood or community.

The first element of a “Good Neighbor” policy is having a
designated staff contact who will respond promptly to
legitimate concerns, both during siting and after move-
in.  This contact can help to establish developer cred-
ibility.  A second element is for staff (and residents if it
would be helpful to the residents) to maintain the prop-
erty by making sure that any litter is picked up, the
sidewalks swept, snow removed promptly, and the fa-
cility is kept attractive.  Good neighbors also do things
such as take out the trash of elderly neighbors and watch
the property of neighbors who are away on vacation.
A final element is for Safe Haven staff to participate in
neighborhood associations and attend neighborhood
meetings.  In these ways, Safe Havens will continue
to engender trust and establish credibility.

The Safe Haven in Burlington, Vermont, was a good
neighbor by having an open house for neighbors the
weekend before its first residents moved in.  Having
the neighbors over for cake and punch gave them the
opportunity to meet the program staff and took some
of the mystery out of what would go on in the building.

STEP SIX:  CULTIVATE AND UTILIZE

“NONTRADITIONAL” ALLIES

Several Safe Havens have found significant support in
their siting quests from sources that have not usually
championed agencies that offer services to people who
are homeless and who have serious mental illnesses.
These sources include downtown merchants and oth-
ers in the business community, realtors, and the po-
lice.  Cultivating relationships with these entities in the
planning and community outreach stages (and con-
tinuing them in the operational stage) can ease Safe
Haven siting and enhance the program itself.

The Safe Haven in San Diego formed a close relation-
ship with the local business community.  Developers
achieved this support by explaining how the Safe
Haven would be able to offer assistance to the popula-
tion about whom the businesses were most concerned.
Developers in Honolulu used testimony from political
and business leaders in Santa Monica, California,
to convince their own political and business leaders
to support the Safe Haven.  A realtor in Parkersburg,
West Virginia, provided significant assistance to the
developers there in finding a location for their Safe
Haven and easing community concerns about possible
negative impact.  In each of these three cases, these
nontraditional alliances proved decisive in the successful
siting of the Safe Haven.

STEP SEVEN:  DEVELOP A

LEGAL STRATEGY . . . JUST IN CASE

Unfortunately, there have been instances in which Safe
Haven developers have found that a competent attorney
is just as important to a program’s success as a visionary
executive director, a caring outreach worker, or a
skilled case manager.  While legal difficulties do not
arise in every instance, Safe Haven developers would
be prudent to involve lawyers from the beginning to
develop a legal component to the siting strategy.  These
means are utilized only as a last resort, in some cases
they have proven necessary.
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While much of the legal and litigation strategies focus
on state and local laws and regulations and the unique
situation of the Safe Haven to be sited, two federal laws
may be applicable.  The Fair Housing Act and the
American with Disabilities Act have been used suc-
cessfully by proponents of supportive housing to repel
NIMBY forces and achieve site control.  Citing provi-
sions in one or the other piece of legislation, various
courts have found NIMBY-inspired zoning regulations
to be discriminatory.  For more information on appli-
cable case law, readers may contact the Bazelon Cen-
ter for Mental Health Law [(202) 467-5730], the Na-
tional Law Center on Homelessness and Poverty [(202)
638-2535], or HomeBase [(415) 788-7961].

FOR ADDITIONAL INFORMATION:

Advisory Commission on Regulatory Barriers to Affordable Housing.  “Not in My Back Yard:  Removing Barriers to
Affordable Housing.”  Washington, D.C., 1991.

Beggs, M. OK In My Backyard:  Issues and Rights in Housing for the Mentally Ill.  San Francisco, CA:  San Francisco
Study Center, 1993.

HomeBase.  “Building Inclusive Community:  Tools to Create Support for Affordable Housing.”  San Francisco, CA, 1996.

Siting a Safe Haven facility can be even more chal-
lenging than operating a Safe Haven.  Frequently,
NIMBY-inspired forces will be present, and occasion-
ally they will be especially persistent and aggressive.
Developers can take heart that dozens of Safe Havens,
through comprehensive planning and effective com-
munity outreach, have been sited in every region of
the United States.  Safe Haven developers can learn
from these successes.  Anticipating and responding to
NIMBY is essential.  Safe Havens are an exceptionally
effective way of reaching some of our most vulnerable
citizens.  Project developers owe their potential resi-
dents their wisest and most dedicated effort.
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OUTREACH, ENGAGEMENT,
AND SERVICE DELIVERY

      hen the Federal Task Force on Homelessness and Severe Mental Illness
recommended the development of Safe Havens to better serve a special
group of homeless persons with mental illness who had difficulty accepting
housing and services, it sounded like a good idea. But would it work?

In 1992, the Federal Task Force released a report titled, Outcasts on Main
Street.  The report clearly articulated the general design parameters for the
operation of Safe Havens, including that programs should be small, low
demand, have no required length of stay, and have high staff-to-client ratios.
A concept was born from these recommendations  — “provide a safe and
decent residential alternative for homeless people with severe mental illness
who need time to adjust to life off the streets and to develop a willingness to
accept services.”   From this concept emerged a feasible Safe Havens de-
sign that reflected a true understanding of the needs of the population that it
was intended to serve.

In his 1993 paper, “Housing Homeless People with Severe Mental Illness:
Why Safe Havens?” Frank R. Lipton, M.D., responded to the Task Force’s
report. He stated that “the report does not specifically address the issues of
length of stay, (although it says in passing that people can stay as long as
they wish) rules governing the management of substance abuse, criminal
activity, violence, treatment with psychotropic medications, [and] refusal to
participate. Other crucial operation questions need to be answered.”

BY MARY E. WALACHY  AND JEROME RAY

W

Mary E. Walachy, M.S.W., is the Executive Director, and Jerome Ray
is the Director of Homeless Services at the Mental Health Association
of Greater Springfield, Inc., in Springfield, Massachusetts.
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Such questions, and many others, must be consid-
ered by those who wish to provide Safe Havens.
Although it will take more implementation experi-
ence and research to provide definitive answers, it
is possible to reflect on the experiences of existing
providers to begin the initial dialog on outreach,
engagement, and service delivery in Safe Havens.

This chapter is intended to assist potential or current
Safe Haven operators to examine crucial program
issues based on the successful experience of three New
England Safe Havens: the Mental Health Association
(MHA) of Greater Springfield, Inc.’s Safe Havens
Program in Springfield, Massachusetts; the Pathfinder
Program, Inc. in Lowell, Massachusetts; and Harbor
Home, Inc. in Nashua, New Hampshire.

The information discussed will include descriptions of
the ways MHA has addressed key program issues such
as outreach, intake and assessment and service plan
development and implementation. MHA’s successful
outcomes are compared to the Pathfinder Program and
the Harbor Home Program, which describe similar
successes through different approaches.

Following a discussion of program issues, the chapter
will include recommendations for exemplary  practice
as identified by the above mentioned participants.

OUTREACH

Safe Havens may conduct outreach to prospective resi-
dents with their own staff or may rely on referrals from
outreach staff from other homeless service programs.
Regardless of the arrangement, it is imperative that
everyone involved in the outreach process understands,
accepts and embraces the mission of the Safe Haven
to serve the most difficult-to-serve consumers. The
mission of a project can be compromised at both the
outreach and intake phases by individuals who are ei-
ther unwilling or unable to recruit and/or serve this
target population.

MHA’s outreach efforts are conducted by an in-house
outreach team of two Shelter Specialists and one Out-
reach Counselor. This team is the main referral source
for the program. Through daily street outreach to lo-
cal parks, bus stations and river fronts, as well as visits
to city soup kitchens, shelters (family and single), and
other social service agencies such as food pantries or
the welfare office, staff can identify individuals meeting
the criteria for placement.

The MHA Outreach Team’s expertise with the area’s
homeless population dates back to 1984, when few
services existed for people who were homeless.
Many of the contemporary services in Springfield,
especially services targeting homeless mentally ill

SPECIFIC CRITERIA FOR A SAFE HAVEN FACILITY

• 24-hour residence for eligible persons who may reside for an unspecified duration;

• private or semi-private accommodations;

• a small, highly supportive environment where an individual can rest, feel safe and be subject

to few demands;

• limited overnight occupancy to no more than 25 persons;

• a non-intrusive, low-demand environment in which to slowly build trust;

• talented employees -- both professional and non-professional -- and  competitive salaries.
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persons, came about at least in part from the infor-
mation gathered by this outreach team. The MHA ap-
plication to HUD for a Safe Haven have at its genesis
the needs assessment of the hard-to-engage homeless
mentally ill candidates identified by the outreach team.
The local Department of Mental Health (DMH) offi-
cials recognize the MHA Outreach Team as the most
authoritative source in determining need and
short-term eligibility for services for this target popu-
lation. As a result, MHA’s Safe Haven maintains con-
trol over the referral process, unlike most programs
that receive DMH support dollars.  MHA’s project staff
has identified that their ability to have total control
over who enters the program ensures compliance with
the project mission.

Outside organizations and individuals, such as DMH,
city officials, and churches, may refer or suggest that
someone be considered for placement.  MHA makes
the final decision based on its Safe Havens criteria.  While
this works well in MHA’s case, we recognize the model
does not fit with every continuum of care plan.  Other
communities may find that referrals into the program
are effective and negotiate these arrangements as a part
of its continuum of care approach. An affiliation or agree-
ment with area providers of outreach services can accom-
plish the task. For example, Harbor Homes relies on exter-
nal outreach efforts to identify prospective participants, in-
cluding local mental health clinics and other health care
providers that are familiar with the target population. A
close working relationship in which all parties understand
the program and its mission can prove successful.

Another approach is to consider only a part of the Safe
Haven’s capacity as open to referral placements from
other providers in the community.  The balance of the
capacity might be committed to residents secured
through the Safe Haven’s outreach efforts.  The Path-
finder Program relies on direct referrals from the local
Department of Mental Health for six of its 12 beds, while
the remaining six beds are available for open referrals

from the community. Pathfinder does not have an
outreach team, but does engage in outreach to the
area’s homeless population by providing a small-scale
meals program on site for prospective participants.
They also have a social club offering several pro-
grams for the homeless mentally ill and for those who
also have problems with substance abuse.

Given that all three Safe Havens offer some degree of
“drop-in” activities, this is an approach worth consid-
ering as an outreach and
engagement technique.
Such drop-in opportuni-
ties allow prospective par-
ticipants a first hand op-

The more engaged the resident has
become, the greater the level of trust,
and the greater the likelihood that
the resident will consider and accept
additional benefits of the Safe Haven
experience.

PHASES OF SERVICE PROVISION IN A SAFE HAVEN

SERVICE PLAN DEVELOPMENT

TRANSITION

ENGAGEMENT

INTAKE AND ASSESSMENT

OUTREACH

SERVICE

PLAN

IMPLEMENTATION
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portunity to view the program and to talk with others
who have taken advantage of the project without com-
mitting to the program themselves.

ENGAGEMENT

Engagement in the context of Safe Havens refers to es-
tablishing interest and encouraging involvement.  The
Safe Haven must help the resident establish an interest
in services that might be of benefit in the move toward
permanent housing.  Once such a disposition has be-
gun, engagement continues to help the resident to be-
come involved with at least some of these services.  It is
a process that may begin before the individual becomes
a resident, but is most active with those who are resi-
dents of the Safe Haven.

CAROL, A STORY OF SUCCESSFUL ENGAGEMENT

Carol (not her real name), a long-term resident at the MHA Safe Havens, provides a clear
case for consistent, supportive, and individualized contact. Carol, 60, became homeless
when the rooming house she lived in was sold and boarded up. Carol was too symptomatic
to understand the eviction process and spent several weeks wandering the streets and
sleeping in abandoned buildings. Carol would use the soup kitchen she was familiar with
but refused shelter.

Once the outreach team learned of her homeless status they began daily contact, including
offering shelter, and the Safe Haven. One night, after her stop at the soup kitchen, Carol
entered the emergency overnight shelter and was directed to the women’s dormitory. It was
crowded and chaotic —  Carol walked out. The shelter specialist who was on-site caught up to
her and reminded her of the Safe Havens option, even showing her a photo of the house. Carol
accepted the offer.

Carol merely spent the night at Safe Havens. She left very early in the morning and didn’t
return until late that night, but she returned. She barely made eye contact and had virtually no
verbal exchange. Safe Havens staff and outside providers made a point of “being around”
when Carol came and left, always offering opportunities for her to feel welcome -- the sharing
of birthday cake with other guests and staff, and joining in a Christmas celebration, are
notable examples. After several months, Carol came to participate in special events in the
house and dramatically increased her interaction with staff and other providers, especially the
nurse. Carol still participates only selectively in mental health services and still eats many of
her meals away from the site, but as this case illustrates, with patience and a focus on engage-
ment, progress can be made.

MHA’s Safe Havens experience validates the impor-
tance of engagement for any subsequent service.
Therefore, every aspect of the day-to-day program
operations has engagement as a focal point. Meal
planning, cooking, cleaning and entertainment are just
a few examples of opportunities staff have to engage
residents. The more engaged the resident has become,
the greater the level of trust, and the greater the
likelihood that the resident
will consider and accept additional benefits of the
Safe Haven experience.

The time period during which engagement occurs must
be fluid.  It is probably best to think of it as a continuing
process as staff and residents interact.  Harbor House
stresses that engagement is a priority for the first two to
four weeks and is ongoing afterward. At Pathfinder,
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Both Pathfinder and Harbor House expressed a need
to have a reasonable understanding of the individual’s
needs, including psychiatric history, prior to place-
ment in the program. Of particular concern in deter-
mining whether the Safe Haven is the right opportu-
nity for the person is the issue of violence. The three
Safe Haven providers all agree that the assessment of
risk was the primary, if not the only, absolute assess-
ment that needs to occur prior to occupancy.  Poten-
tial violence must be evaluated prior to placement in
order to preserve the health and safety of the poten-
tial guest, other residents, and staff.  Such an assess-

ment is a profoundly difficult one to make in dealing
with psychiatric issues, but Safe Haven operators need
to do their best.
The origins of an assessment are unimportant.    Accu-
racy is far more critical. In addition, the assessment
does not need to be written.  Among some of the op-
tions to consider are:

A face-to-face professional assessment.  A risk
assessment of this nature can be difficult to obtain,
especially if the person under consideration has an
untreated, severe mental illness and little is known
about how the symptoms will manifest themselves.  In
addition, some potential residents may be actively
symptomatic and unable to answer questions that might
help with the assessment.

Observation.  Through the process of outreach or
the person’s attendance at drop-in activities, staff may
have occasion to observe how the individual interacts.
Dealing with anger, stress, and negotiating interper-
sonally are all instances when we demonstrate what
emotional resources we use in day-to-day situations.
These occasions provide staff with opportunities to
assess whether the placement would be a wise one.

Third-party advice.  In some cases the person may be
well-known by an outreach team or the referral source,
and the necessary information can be gathered from
them.  Of course, all considerations about confidentiality
and release of information must be strictly honored.

post-intake engagement for the initial cohort of resi-
dents was less of an issue because the 12 residents were
all identified before the start of the program and took
part in the planning and actual setup of the site. The
lesson here is a reminder that engagement may also
begin to occur before the individual becomes a resi-
dent of the Safe Haven.

A consistent experience for Safe Havens is that even the
most isolated residents show progress when consistent,
individualized contact is part of the daily routine.  A
critical dimension of engagement is the absence of any
aspect of coercion.  Both the symptomatology residents
may show and past experiences with treatment systems
that have led them to be distrustful underscore that coer-
cion must be minimized for successful engagement.

Engagement for any resident is an individualized pro-
cess that cannot be timed or predicted.  Its hallmarks
are the absence of coercion, patience, finding non-ob-
trusive ways of meeting resident’s needs, and offering
routines that help the resident to feel safe and included.

INTAKE/ASSESSMENT

Intake requirements are kept to a minimum at MHA’s
Safe Havens program to remain true to the ideals of the
Safe Havens model, which was designed purposely to be
as nonthreatening as possible. In many cases it is under-
stood that for many of the potential residents, it’s their
inability to get through the intake process at traditional
shelters that make them candidates for Safe Havens.

Intake and assessment is also a continuing process for
the Safe Haven.  One aspect of it that is time-specific is
whether the Safe Haven placement is right for that indi-
vidual, i.e., the entry decision.  However, other aspects
of intake and assessment, especially the accumulation
of other needed information on the resident, is accom-
plished in an informal manner.  This aspect of intake
and assessment is usually protracted, overlaps with en-
gagement, and may begin at a time prior to the
individual’s entrance into the program. MHA staff, many
of whom have worked in the homeless community for
many years, frequently interact with prospective guests
or regularly communicate with other service provid-
ers, thereby creating an information base that reduces
the need for an intrusive intake process.

Potential violence must be evalu-
ated prior to placement in order
to preserve the health and safety
of the potential guest, other
residents, and staff.
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Confidentiality considerations may be governed by
provider-specific guidelines, legal precedents at the
state level, or ad-hoc agreements can be developed as
part of the continuum of care process.

A few other considerations regarding intake and assess-
ment are worth noting:

Medications and injectibles. Staff experience
strongly supports the importance of requesting pro-
spective guests to place any medications or sharp
objects they may have in a locked area before they
can enter the program.

Co-occurring disorders.  Statistics compiled by MHA’s
outreach team reveal that over 29% of all eligible home-
less adults present symptoms of co-occurring disorders
(substance abuse and mental illness). To prohibit guests
with substance abuse histories from occupancy would
exclude a significant portion of the target population.
Substance abuse disorders present a concern for intake
in that the guest must agree to follow house rules re-
garding substance use.  In most cases, these house rules
will prohibit alcohol or nonprescription drug use on
the premises, and they usually are formulated or sup-
ported by the residents.

Substance use.  This also presents a concern for the
ongoing assessment of the resident’s needs and the de-
velopment of expectations for subsequent engagement
into treatment.  The determination of the level or de-
gree of substance abuse and the potential for such dis-
orders to mask or mimic mental illness may take some
time.  A lot can be learned and evaluated during the
engagement phase.  Less manifest aspects of substance
use in the resident’s life may appear over time.

Labels.  Many prospective Safe Haven residents face a
common problem of being labeled as “troublemak-
ers”, or worse, by other providers in the community
with which they have had contact.  For example, they
may have been banned from some shelter programs
because of their symptoms or viewed by providers as
using services excessively or inappropriately.  The unique
features of Safe Havens programs, including profession-
ally trained staff, ensure that prospective guests receive
fair consideration.  The prospective resident with a nega-

tive history or labels should be allowed full opportunity
to explain previous circumstances, if such explanation
is deemed to be appropriate or needed.
For the intake and assessment functions of the Safe
Haven to be effectively completed, it is important for
the Safe Haven to have collaborations with other pro-
viders, to participate actively in the continuum of care
configuration for the community, and to be willing
to gather and to use information that helps with these
functions in a flexible and ongoing way.  The impor-
tant point is that the Safe Haven is trying to eliminate
the barriers that have kept the individual from
re-engaging with needed services.

SERVICE DELIVERY

The entire field of community mental health struggles
with the appropriateness of linking residential and treat-
ment/support services for persons with serious mental
illnesses.  The Safe Haven inescapably combines both
the provision of housing and the provision of services
that will benefit the resident.  Other chapters have
addressed characteristics of the Safe Haven as a housing
program.  It is more difficult to characterize the nature of
the support and encouragement the resident receives
as part of the services that are delivered in this housing.

A substantial amount of the services the resident re-
ceives will probably occur off-site, i.e., outside of the
actual Safe Haven.  Many of these services are char-
acterized by the specialty skills that are necessary for
the service and include things like medical and den-
tal treatment, substance abuse counseling, psycho-
therapy, and psychotropic medication monitoring.
Most Safe Havens include these services in the list of
what is available to their residents.  The choice of
whether the agency provides them itself, in-house or
off-site, depends largely upon what the operating agency
already provides within their own service system.
Multi-service providers who add a Safe Haven to their
service array may be able to provide these services
within the auspice of one organization.

However, the decision to contract for services may be
driven by considerations other than specialty or prior
experience.  For instance, MHA chose to obtain nurs-
ing services from the Health Care for the Home-
less grantee in Springfield.  Frequently, their nurses
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were already providing services to the consumer
at other shelters, the soup kitchens or, in many cases,
in the streets. Continuity in the established rela-
tionship between a nurse and a homeless man or
woman who is unable or unwilling to accept
many services, can be the key to acceptance of
necessary services once in Safe Havens. Although
MHA had psychiatric nursing services available
in-house, it chose to subcontract the service.  Some
of the reasons may help other Safe Havens to con-
sider their options.  Specifically,

• Health Care for the Homeless nurses were
already familiar with the guests and the conti-
nuity had practical value;

• it prevented the overuse of already overworked
in-house nurses; and

• the contract represented an excellent oppor-
tunity to form a collaborative relationship with
another area provider.

More subtle for the Safe Haven to consider is the
nature of activities in the Safe Haven that are in-
tended to encourage, assist, and support the resi-
dent so that the goal of the Safe Haven is fulfilled, i.e.,
for the resident to become actively linked with treat-
ments and able to move on to other housing.  Other
chapters contain information that contributes to the
accomplishment of this goal.  The nature of the Safe
Haven housing itself can contribute to stabilization
and communicate role expectations about interac-
tions with others, as well as hope for the future.  These
aspects can have real impacts on behavior.  The rules
of the Safe Haven, noted in Chapter 7, protect the
resident’s general welfare, convey expectations for
conduct in housing, and reinforce the notion that
responsible behavior considers impacts on others.
And, perhaps, most critical, managing crises deals di-
rectly with how symptoms and their consequences can
be addressed within a Safe Haven (see Chapter 5).

However, on a day-to-day basis, staff and residents
interact in a way that must also contribute to the Safe
Haven’s goal.  The process is so individualized that
documenting it seems elusive.  From some of the opera-
tional Safe Havens, we can accumulate experiences
that contribute to this unique residential culture.
In many ways, the service program is a continua-
tion of the engagement process to which the

Safe Haven adds a unique type of case
management-flexible, open-ended, and non-assertive,
but characterized by establishing a relationship with
the resident, identifying needs, and seeing if those
needs can be met.

Some considerations for how to keep demands from
being intrusive while encouraging the resident to
re-engage, might include the following:

1.  Establish and maintain trust.  The atmosphere
established by staff must reinforce feelings of safety
and security.  In turn, this inspires trust in the resi-
dent and confidence to face change.

Readiness for change is individualized and not always
linear.  Staff must have great tolerance for this per-
sonal unpredictability and be nonjudgmental about it,
particularly if relapse or regression occurs.

2.  Use engagement to identify needs.  Participa-
tion, however minor,  in the rhythms of everyday life
in the Safe Haven--meals, chores, socializing--has clini-
cal significance and gives the resident experience with
responsibility and housing skills.  Such participation
should be offered, not demanded, and modeled by
staff and other residents.  Achieving this participation
is often the gateway to subsequent progress.

Staff participation with the resident, by observation,
conversation, and activity, is key to accumulating an
understanding of the resident’s needs.  It is the basis
for helping the resident with insights about his/her
needs.  As needs are identified and agreed to by the
resident, he/she is better positioned to participate in
formulating a plan for addressing those needs.

Most Safe Havens see themselves first as housing, and
secondarily as treatment or service settings.  Although
sensitive to the clinical issues in residents, they do not
function as traditional therapeutic psychiatric, psy-
chological, or social work programs.  Thus, this aspect of
services within a Safe Haven setting must be thought
of as a needs identification, not as directed to helping the
resident with the resolution of problems or symptoms.

3.  Assist with awareness of services and supports.
Information about available services and supports
should be open and accessible for residents.  As they
ask about services or read postings, these are oppor-
tunities to address any concerns they may have
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about the experiences itself, their rights, costs,
locations, etc. Opportunities should be identified
and offered for any services within the Safe Haven,
such as group and individual sessions.  Many of these
services within the Safe Haven probably will not have
clinical content (skill training, legal service, or ex-
plaining a benefit).  But they give the resident positive
experiences with being a service recipient.

4.  Formulate a Safe Haven plan.  As events unfold,
each resident should be encouraged and supported
in developing a plan for his or her Safe Haven experi-
ence.  In a treatment setting, these are often referred to
as treatment plans, even when they include more sup-
port services than treatment.  But this seems too weighty
a label for the plan within the Safe Haven.

Through self-insight and staff ascription, the resident
will begin to identify specific needs he or she has.  Some
of these will be around their future housing status, some
may be related to recurring problems in their life such
as mental health difficulties or substance use that they
become more willing to address, and some may be
about things they need to function more independently
in the community (e.g., job skills, socialization oppor-
tunities, etc.).  The resident should be encouraged to
agree to have these needs documented, as the begin-
ning of a Safe Haven plan.

A plan can begin to take shape as the resident is also
encouraged to think about how these needs can be
met.  Information can be provided on the range of
services within the Safe Haven and elsewhere in the
community that relate to meeting a need.  As the resi-
dent agrees to try out some of these services, this should
be documented as part of the plan.

The plan should be flexible so it can be updated and
expanded as the resident is ready and so revisions help
the resident avoid feelings of failure if a part of the plan
does not work out.  Staff can help the resident set realistic
expectations for meeting the needs, such as how many
activities are attempted at once, whether commu-
nity resources are available, what types of outcomes
the resident might expect, and over what time period.

This plan should be considered a part of the
resident’s information within the Safe Haven’s
records.  The Safe Haven should give consideration
to whether any aspect of the plan should be released
or shared with other service providers.  Resident
consent to such release must be worked out.  This

consideration is fundamental because each service
provider with whom the resident interacts may also
be developing a treatment plan.  An ability for these
providers to discuss the degree of consistency or
to resolve conflicts in the plans is precluded if
there is no consent to release.

5.  Assist with a service linkage.  As a Safe Haven
“care” plan unfolds, representatives of the Safe Ha-
ven must be willing to help the resident link with
the identified services.  For most Safe Havens, this
will be a role that the staff fulfill.  However, it is
also possible that these steps could be fulfilled by a
party outside the Safe Haven to which the resident
has been linked.  Many staff will be familiar with
aspects of case management that require
brokering--locating and calling providers, repre-
senting the resident, and arranging for appoint-
ments.   Such brokering is required at this stage.

Another dimension of brokering may involve helping
the resident get to the service.  This may involve re-
minders that an appointment is coming up, helping
the resident think through the logistics (when to get
up, lead time to get there, any special preparations,
etc.), arranging transportation, and possibly going with
the resident, especially to the first appointments.

Periodically, the resident should be encouraged to
reflect on how things are going, whether the service is
meeting the identified need, if he/she likes the service
providers and what they offer, if they listen to and
respect the resident, or whether there is progress.

The Safe Haven staff may also find that a part of the
plan includes implementing goals set by these other
providers.  Most obvious will be a goal in which the
resident wants to stay with another provider’s treat-
ment regimen and it involves behaviors that occur in
the Safe Haven.  The Safe Haven is not expected to
duplicate or develop special skills, but rather help the
resident implement steps they may have agreed to
around taking a medication, acquiring a skill, staying
on a particular schedule, etc.

If such a care plan can be achieved, the Safe Haven
will have accomplished a primary goal of assisting the
resident to re-establish contact with treatment providers.
Change should be evident in the resident’s behavior
in such areas as optimism, involvement with at least a
minimum degree of service receipt, some stabilization
of symptoms, and a willingness to consider setting and
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RECOMMENDATIONS

FOR EXEMPLARY PRACTICE

• Provide a continuum of services, including out-
reach and health care, beginning on the streets
and continuing until housing is obtained.

• Ensure that the target population is served by be-
ing a portal of entry to services for a population
that may be difficult or resistant to engagement.

• Engagement and service delivery must retain the
expectation that the resident will advance to more
permanent housing with appropriate supports.

• Adequate numbers of trained staff are critical to
effective operations.

• An individualistic approach is needed to focus on
the special  needs that set this population apart
from those able to utilize existing shelters.

• Engagement should be woven into all aspects of
the Safe Havens environment.

• Operate social clubs on site.

• Provide transitional employment programs on site.

attaining goals.  The goal of helping the resident advance
to other housing is addressed in Chapter 6 -- Transitions
from Safe Havens.
Special recognition should be given to the role of
peers before leaving the issue of the service pro-
gram. Peer involvement has had a tremendous
impact at the three Safe Haven sites surveyed.
Pre-employment training and social clubs saw the
greatest level of peer-directed activities. Harbor
Homes and Pathfinder both have in-house social
clubs and TEPs (Transitional Employment Pro-
grams) and MHA has an affiliation with the Light-
house Program, a local, DMH-funded clubhouse,
for both of these services. The Lighthouse received
a grant to work with people who are homeless and
mentally ill, to provide skills training and job place-
ment. A peer advocate was included in the grant to
do outreach to the homeless community and one of
the sites frequented is a Safe Haven. The combina-
tion of peer involvement and other specialized fea-
tures of Safe Havens has produced better than expected
results, with improved service integration and in-
creased linkages to the more traditional service de-
livery system at all three sites.

CONCLUSIONS/RECOMMENDATIONS

In the opening section, we asked whether the concept of
a Safe Haven worked in the real world.  Our conclusion
is that it does. When HUD included Safe Havens in the
Supportive Housing Program funding announcement,
NOFA, it gained the immediate interest of homeless pro-
viders because of the obvious gap in the continuum of
care it addressed. The straightforward concept and the
program guidelines that were unambiguously outlined
in the application made the initial decision to operate a
Safe Havens an easy one. Doubts about implementing
the program specifics were eased because the providers’
own experience had shown that without the special fea-
tures, the target population remained disengaged from
services and unsheltered for long periods.

The three Safe Havens discussed in this chapter attribute
their success (as evidenced by rare vacancies and the
stated need for next-step housing) to each program’s

ability to remain focused on the unique needs of this
population. An effective outreach model must be in place
at the beginning to ensure that the most needy individu-
als receive services. Once in the program, engagement
must be woven into all aspects of the Safe Havens envi-
ronment. The program should have the means to nur-
ture greater self-sufficiency, support the resident to re-
engage with treatments and supports, and focus on
next-step housing.  Affiliation agreements with other
providers in the local continuum of care promote these
goals.  Extensive collaboration and contact with outside
providers to capture their expertise not only ensures
quality services, but promotes a community-wide com-
mitment to the program.

These Safe Havens serve each city’s most vulnerable
and visible mentally ill individuals. These programs
have dramatically reduced their plight and provide
a desirable alternative to the inappropriate and costly
incarcerations and hospitalizations that has been the
usual method of treatment. The ability and willingness to
serve each city’s most needy men and women in a digni-
fied and effective manner benefits the entire community,
thus enhancing Safe Havens sustainability in the future.

The authors wish to acknowledge Walter Leginski, Chief of the Homeless Programs Branch of the Center of Mental Health
Services, who contributed to the service delivery section. They also wish to acknowledge David Picard, Director of Harbor
House; Dave Weisberg, Assistant Director at Pathfinder; and Brian Fournier, Program Supervisor at Safe Havens.
These individuals gave generously of their time and provided many valuable observations, which reinforced and extended
our experiences at MHA.
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CRISIS MANAGEMENT

rises will occur in Safe Havens.  Crises may occur inside the Safe
Haven facility, in its immediate neighborhood, or in the community-at-
large.  Types of potential crises include:

•   threatening behavior,
•   dangerousness to self or others,
•   medical emergencies,
•   missing persons,
•   outsiders attempting to victimize a Safe Haven resident, and
•   fires and natural disasters.

Effective Safe Havens anticipate and prepare for crises.  These programs de-
velop crisis management procedures and train staff to respond efficiently
and calmly.  Effective crisis management reduces potential harm to resi-
dents, staff, community members, and property.  It also minimizes the po-
tentially traumatic effects of crises on Safe Haven residents.

This chapter suggests five tenets of crisis management to guide a program’s
response to emergency situations.  It then describes several potential crises
and effective responses.  The chapter also contains a scenario of a crisis
common to Safe Havens and outlines immediate, secondary, and follow-up
responses.

BY JAIMIE PAGE

C

Jaimie Page is coordinator of the Health Care for
the Homeless Project at Kalihi-Palama Health
Center in Honolulu, Hawaii.
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1. Prevention is key.  Many crises that could poten-
tially develop in Safe Havens can be prevented or mini-
mized.  Not only can Safe Havens and staff anticipate
and take action to prevent general crises, but they can
also identify and address potential crises that could oc-
cur with individual residents.

Staff, for example, will observe that one resident who
has organic deficits as well as chronic mental illness is
prone to smoking in his room and sometimes drops
his cigarette without knowing it.  The resident may not
be able to follow the standard “rule” of no smoking in
rooms, and staff will need to take a more proactive
approach.  The response could include more vigilant
monitoring of the resident’s room, having him check
his cigarettes at the front desk, or having him smoke
with staff accompaniment.

Another resident may have a behavioral “red flag” of
further escalation once he/she begins to think that others
are “part of a plot” to control his/her mind and body.
Effective responses include assigning staff to more in-
tensive one-on-one interaction, considering addi-
tional medications as needed in addition to any regu-
lar medications he/she may be taking, keeping other resi-
dents at a distance, and preparing to intervene quickly
should an incident arise.

2.  Interventions are always client-centered.   The
resident’s individual care plan identifies potential
problems and lists appropriate interventions that will be
effective and caring.  Safe Havens support the dignity,
respect, self-esteem, and greatest possible self-deter-
mination of any resident affected by an intervention.

As program staff and the individual resident col-
laborate to develop the resident’s care plan, a case
manager may ask the resident, “If you should start to
get angry when you think people are plotting against
you, what can we do together to keep you and everyone
else safe?”  While full participation on the part of the

resident will not always be possible, many residents
can suggest and ordinarily should know of specific
interventions identified in the plan. The plan will also
assist residents to develop their capacity to manage
crises to the greatest extent possible. Prior identification
and discussion is usually less surprising and traumatic
for residents.  In time, through use of this approach, many
residents will begin to expect certain responses to
specific behaviors. These expectations will function as
safety mechanisms for all involved parties.

Although physical restraint of residents by staff is
almost never appropriate, involuntary transport to
emergency rooms for involuntary psychiatric evalua-
tions is an intervention that many Safe Havens will
probably use in a few instances.  Prior to initiating this
response, staff must determine that such an intervention
is in the best interest of the resident and that the resident
will benefit from it.  This type of intervention is often
traumatic for the resident, as well as for other residents
who witness it.  Questions about the trustworthiness of
the Safe Haven and its staff can frequently arise among
residents.  An effective intervention will address these
concerns and usually include debriefings after public
incidents. A major goal of the residents’ debriefing is
to increase feelings of safety and security.

3.  Interventions balance consistency with
flexibility. Staff should be consistent with each resident.
For example, staff working with the resident who has
difficulty managing his smoking should carry out the
intervention of keeping his cigarettes at the front desk
and accompanying him while smoking.  Otherwise,
the variation of interventions may confuse or frustrate
the resident, and the risk of fire will  increase.

The appropriateness of a particular type of intervention,
however, varies depending on the specific situation of an
individual resident.  For example, a woman who was
frequently victimized on the street has recently moved
into the Safe Haven after a particularly long

• Prevention is key.
• Interventions are always client-centered.
• Interventions balance consistency with flexibility.
• Safe Havens are committed to residents for “the long haul.”
• Staff need to know when and how to get help.

FIVE TENETS OF EFFECTIVE CRISIS MANAGEMENT
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period of outreach to her.  Upon moving in, this
new resident is gently informed of the need to keep
the Safe Haven safe by smoking only in a designated
area.  If she doesn’t remember this “rule” initially,
staff will be more lenient and flexible because they
want to continue to engage her with less intrusion
and structure so as to avoid her return to the streets.

What is appropriate for one resident may be counterpro-
ductive or damaging for another. Fairness does not
become an issue because the Safe Haven neither makes
nor advertises generic interventions to specific behav-
iors. If one resident would question why he has to turn
in his cigarettes while another resident does not, staff
can respond in a manner appropriate to the resident by
saying that each resident’s care plan is different and
that confidentiality and privacy requirements prohibit
staff from discussing another resident’s care plan.

4.  Safe Havens are committed to residents for “the
long haul.”  Once a person is identified as a potential
Safe Haven resident, the program is committed to the
person during all phases of treatment: engagement, treat-
ment, crisis intervention, transition, and follow-up.  For
a resident who has experienced a crisis,  the time
period after the crisis is critical.  Residents can often
feel embarrassed, remorseful, in need of support, and
ambivalent about returning to the Safe Haven.  They
may wonder how they will be received.  Outreach may
need to take place following a crisis.  These intensive
engagement efforts may occur in hospitals, jails, the streets,
a crisis shelter, or other locations appropriate to the
resident’s situation.  Even in cases in which the resident is
transferred to another facility or to a state hospital, the
Safe Haven staff can contribute to a smooth transition.

5.  Staff need to know when and how to get
help.  A comprehensive manual containing up-to-date
policies, procedures, and referral information, as well as
on-going staff training in de-escalation, medical triage,
and crisis management is essential.  Program operators
must ensure that staff are sufficiently trained and that
the necessary supports are in place.  Crises are easier
to manage when staff feel competent and supported.

POTENTIAL CRISES AND RESPONSES

When dealing with crises, there is a need for imme-
diate, secondary, and follow-up responses. Effective re-
sponses not only defuse the particular situation, but
also contribute to a safer environment for residents
and staff.  In a crisis, the first staff member to respond
usually becomes the crisis manager and directs other
staff and residents. Staff should observe and “size up”
the situation before taking action.  While there is often
more than one correct way to respond, drills can help
staff develop and practice appropriate responses.

Threatening/escalated behavior is the most com-
mon crisis that a Safe Haven will face.  This type of
behavior includes: raising of one’s voice, yelling or
screaming, subtle or veiled threats, cursing, increased
psychomotor activity, irritability, accusations, intrusions,
and gestures or positioning with or without objects that
suggest throwing or hitting.  It has several possible
causes:  a mental illness; response to being close to
others after having been isolated;  interaction between
two or more people with untreated mental illness;
substance abuse, adjustment to new structures and
routines; and perceptions of intrusion by staff and other
residents.  Threatening behavior may pose a danger
to other residents or staff.

In cases of threatening behavior, staff need to attempt
to calm the resident through body language,  a soft,
low voice, and comforting, empathic language.  De-
escalation may also include attempts to distract the
resident;  persuade the resident to leave the area or
ask the persons causing the behavior to leave;  re-
quest the person who is “bothering” the resident to
leave the immediate vicinity for a time; or address the
escalated resident’s perceived needs.

If de-escalation does not work, staff need to get help.
Safe Havens should have a code system that alerts
staff to a crisis.  With a code system, a staff member
would announce via intercom or in another way, “Code
One in the dining room.”  Staff would know that there
is a crisis in the dining room.

If a particular staff person is the target of the escalation,
he or she should ordinarily leave the immediate vicinity
once another staff member arrives.  Only one staff mem-
ber should ordinarily talk to the escalated resident.
With sufficient staff, a “show of support” is often useful.
It may allow the resident to submit without losing face.

Effective responses not only defuse
the particular situation, but also
contribute to a safer environment for
residents and staff.
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Staff, however, should look for signs that the resident is
escalating even more due to the increased number of
staff.  In that case, the extra staff should remove them-
selves from the resident’s view, but be close enough to
respond if needed.  The crisis manager will direct staff
according to the resident’s response.  In cases where
danger is clear and imminent, the crisis manager should
ensure that 911 is telephoned immediately.

A secondary response would be gently guiding other
residents who witnessed the crisis to a different area
and assuring them of their safety.  One follow-up
response would be debriefing sessions, one with the resi-
dents and another with the staff.  A few staff members
may want to avoid the debriefing because it may be
misperceived as a process of criticizing each other’s
interventions.  When debriefing is done collegially,
however, it builds the Safe Haven team and assists staff
to develop insight and skills. Other follow-up responses
include communicating the incident via progress
notes, shift reports, or other means, and reviewing
the escalated resident’s care plan. A report on a crisis
incident should include: 1) nature of the event and
persons involved; 2) precipitating factors; 3) the chosen
intervention; 4) information/alternatives/choices given
the resident; 5) staff response; and 6) suggestions
for responses to any future situation.

Dangerousness to self is another common crisis.  A
number of Safe Havens have experienced that, as resi-
dents begin to take medications regularly or as they
continue to live in Safe Havens, their symptoms may
begin to dissipate.  During this time, residents may
begin to realize where they are, what they’ve been
doing, and what or whom they have lost.  By not

allowing weapons in the facility and by having staff
monitor usage of medications and other potentially
harmful substances or instruments, a Safe Haven
can reduce opportunities for this crisis.

On-going suicide assessment and a plan for intervention
will be critical elements in the care plans of  more
than a few residents.  While “suicide rounds” are gen-
erally inappropriate for Safe Havens, the Safe Haven
and its staff need to be sensitive to the condition of
residents in this situation. If program staff observes
symptoms indicating an increased risk of suicide, it
may increase staff monitoring and support, relay infor-
mation to the resident’s psychiatrist for a medication
adjustment, or refer the resident to a crisis shelter or
program.

If the resident is at high risk for self-harm, staff may
need to attempt to persuade the resident to enter a
hospital for a psychiatric evaluation.  Obviously, a vol-
untary admission is preferable to an involuntary one.  If
a voluntary admission does not take place, the Safe
Haven may have to initiate an order for involuntary
transport.  Ordinarily, staff should wait to tell the resident
about the order until the transporting authorities have
arrived in order to reduce risk of the resident fleeing
the facility.  When the authorities arrive, staff should
assure the resident that they care about the resident
and that a staff member will visit them at the hospital.
Safe Haven clinical staff or the resident’s psychiatric
care provider will communicate pertinent information
to the hospital.

Prior to visiting a resident, Safe Haven staff will in-
quire of the resident if he or she needs any clothing or
personal items, and then will bring the requested items.
This kindness expresses to the resident the staff’s com-
mitment and esteem.  Prior to discharge, the appropriate
Safe Haven staff member will consult with the resident,
hospital staff, and the care plan team to update the
resident’s care plan.  Staff generally should accompany
the resident back to Safe Haven upon discharge and
ensure a smooth transition and welcome home.

Staff generally should accompany
the resident back to the Safe Ha-
ven upon discharge and ensure a
smooth transition and welcome
home.

   A report on a crisis
   incident should include:

• nature of the event and persons involved;

• precipitating factors;

• the chosen intervention;

• information/alternatives/choices given
the resident;

• staff response; and

• suggestions for responses to any future
situations.



51Crisis Management

Medical Emergencies are also likely to occur.  A
Code One and immediate call to 911 is warranted for
any of the following:
• loss of consciousness;
• seizures lasting more than one minute or any

seizure for a person without a history of seizures;
• choking;
• deep lacerations;
• significant bleeding;
• appearance of confusion or significant person-

ality change;
• severe numbness or tingling  in or inability to

move extremities;
• difficult breathing; or
• fainting.

If a Safe Haven has 24-hour on-call medical consulta-
tion, staff should call and receive direction for the fol-
lowing: inability to urinate or incontinence in a resi-
dent who usually does not have this problem, vomiting
blood (looks like black coffee grounds), blood in their
stool (looks like black tar),  burns, severe abdominal
pain, copious diarrhea and vomiting, allergic reactions
to food/medication, sudden appearance of rash, or resi-
dent eats or drinks something not meant for consump-
tion.  If medical consultation is not available, staff should
help the resident seek emergency treatment.  The gen-
eral rule is to err on the side of safety.

During a medical crisis, staff should attempt to distract
other residents away from the immediate area of the
crisis and advise them that an ambulance is on the
way. If residents witness an incident, a debriefing meet-
ing should take place.  Communication is critical in
emergency situations: communication between Safe
Haven staff, administration, and collateral staff; com-
munication of medical history and information to emer-
gency and hospital staff; and receiving information from
hospital staff on the course of treatment and discharge.
After the emergency, the resident’s care plan may need
to be adjusted.

Safe Havens may also experience a missing person cri-
sis.  Occasionally, a Safe Haven resident may “disappear”
for one or several days.  This situation becomes a crisis
when any of the following occur:

• The resident does not usually leave unan-
nounced and is missing for an unusually long
period of time;

• The resident does not return to pick up checks,
food stamps, other entitlements, or allowances;

• Collateral contacts, including family, have not
seen the resident;

• The resident has left important belongings be-
hind;

• The resident needs to take medication for press-
ing health reasons.

In this type of situation, staff usually will contact hospi-
tals, jails, police, diversion teams, crisis shelters, emer-
gency shelters, and the coroner’s office. Staff may also
increase outreach efforts and collaborate with other
outreach and social service providers in attempting to
locate the resident.   The Safe Haven may also “get the
word out” on the street that it is looking for the resident,
if this approach would be in the resident’s best interest.
The Safe Haven could also contact an agency that spe-
cializes in locating missing persons.

An outsider attempting to victimize a resident is an-
other type of crisis. This problem will vary depending
on the location of a Safe Haven.  Many Safe Havens are
located in urban neighborhoods, which persons who
are homeless frequent.  Many, if not most, Safe Haven
residents have been victimized on the streets or in shel-
ters.  Predatory behavior and abuses of persons who are
homeless and who have serious mental illnesses can in-
clude threat of or actual physical or sexual assault; fi-
nancial abuse; persuasion of residents to use illegal sub-
stances to provide more income to dealers; and “setting
up” residents to handle illegal drugs or drug-related
money.  Predators may be subtle about these activities
and lead residents to believe that they are not in any
danger by associating with them.

One prevention is to only allow approved visitors into
Safe Haven facilities.  Another is to have a single, moni-
tored, and secure point of entry.  A Safe Haven that has a
drop-in center or in which screening or intake for ser-
vices take place in the hours of operation should be sure
to limit entrance to the residential areas of the facility.

I f  medical consultat ion is not
available, staff should help the
resident seek emergency treat-
ment.  The general rule is to err on
the side of safety.
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A CRISIS AND A RESPONSE

The Scenario:

A resident, John, hears voices that command him to hit another resident, Sarah, because she has planted a microchip
in his brain so that the enemy can track him. Sarah gets a black eye.

Immediate Responses:

1.  The staff member who witnesses the incident or who arrives at the scene first calls a Code
     One.  Other staff respond.

2.  The first staff member:
      a. in view of other staff, asks John to come with her to a different location,  to “cool off;”
      b. assigns a second staff member to accompany Sarah to another area to calm her and assess her injury;

and
      c. assigns a third staff member to assist and debrief other residents.

3.  Based on John’s care plan and staff assessment of the situation, staff request John to seek
     a voluntary psychiatric evaluation.  John agrees and a staff member accompanies him to
     the hospital.

4.  Staff administer appropriate first aid to Sarah and offer her the option of additional medical
     attention.

Secondary Responses:

1.  Staff communicate relevant information on John to the appropriate hospital personnel.

2.  Staff continue to comfort Sarah and assist her to process the incident.

3.  Staff debrief the other residents who witnessed the issue.

4.  Staff record and communicate information on this incident to other staff as appropriate.

5.  Staff debrief the incident in a staff meeting.

Follow-up Responses:

1.  Staff visit John in the hospital and work with him, hospital personnel, and care plan team
     to revise his care plan.  Staff accompany John back to the Safe Haven upon discharge.

2.  Staff prepare Sarah for John’s return by listening to her concerns and assuring her that
     staff believes that John is safe.  (It is my experience that residents are very forgiving of
     each other’s “incidents.”)

3.  Staff and residents warmly greet John upon his return and reassure him that he is welcome.

4.  Staff monitor John and Sarah, their interactions, and other residents’ response to John.

5.  Staff praise positive behavior.  If new medication seems to be a key factor in improved
     behavior, staff point out this benefit to John.

— Jaimie Page
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As a Safe Haven limits visitors and educates resi-
dents about issues of safety, predators may view
staff as a threat, and staff may be at risk.  If a
non-resident enters the Safe Haven and escalates
for whatever reason, staff should attempt to de-es-
calate the individual with the goal of having the
individual leave.  If this does not work, a Code One
should be called and 911 contacted.

All staff should be aware of any particular outside
person who may pose a threat to residents or staff.
The Safe Haven should have a set plan for responding
to predictable incidents.  For example, a resident has
been harassed by a man about her entitlement checks.
He comes to the Safe Haven on the day she receives her
check and asks for her.  If she is not there, or if staff are
unwilling or unable to locate her for him, he escalates.

An immediate response may be for the person at
the front desk to call for assistance as soon as the indi-
vidual approaches and to have all staff present collec-
tively inform him that they will not get the resident
for him at that time or in the future.   Secondary
responses include informing the resident that the man
is not an approved visitor.  Staff may also accompany
the resident on errands around the neighborhood to send
a message that the staff are watching out for the resident.
(While this approach may seem intrusive, residents
are usually thankful for intervention because they often
may have difficulties in setting boundaries themselves.)
Follow-up responses may include seeking a court
injunction against the outsider and addressing safety
issues in house meetings or in the resident’s care plan.

A fire or natural disaster, while unusual, is another
type of crisis.  The Safe Haven should make sure that
there are complete and accurate safety policies and
procedures, posted routes of exit, visible and acces-
sible fire extinguishers, first-aid kits, and other neces-
sary supplies.

The risk of fire is greater in Safe Havens for several
reasons. Many residents smoke and may not be familiar
with the risk of fire indoors.  A few may smoke and
have residual substances related to inhalant use on or
near them.  Others may have difficulty remembering
to put their cigarettes out and inadvertently drop them.
Still others may not be able to remember the “rule” of
only smoking in designated areas and smoke in
their rooms, where it is not easy for staff to moni-
tor their smoking.

Preventative measures include education, remind-
ers, and staff monitoring of the Safe Haven build-
ing. Some Safe Havens have designated smoking
areas in or outside the facility.  Staff can discuss fire
safety in house meetings and conduct monthly or
quarterly fire drills with residents.  Notice of the
drill will reduce any anxiety around it.  One-on-
one education can take place with those who refuse
to participate as well as those who are frightened
by the drill process.  Staff should verbally announce
a fire drill rather than pulling the fire alarm.

Sometimes a resident will pull a fire alarm.  At these
times, staff need to conduct a fire evacuation for all
persons in the building, rule out a fire, and then imme-
diately deactivate the alarm.  Staff will also need to
calm the residents, notify the fire department (if there
is no automatic notification system), and address the
behavior of the resident who pulled the alarm.

Certain areas of the country are more prone to natural
disasters than others.  These disasters may include
hurricanes, tornadoes, and earthquakes.  Depend-
ing on the area and the prevalence of such disasters,
staff may conduct drills or resident education sessions.
If there are community drills where the Safe Haven is
located, staff should prepare residents.

In conclusion, Safe Havens should expect that crises will
occur, prevent them whenever possible, and intervene in
an effective and client-centered manner. Programs should
provide staff with the training, structure, and support
to handle crises.  Effective crisis management can
enable Safe Havens programs to serve residents even
more compassionately and successfully.

Safe Havens should expect that
crises wil l occur, prevent them
whenever possible, and intervene
in an effective and client-centered
manner.
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PROGRAM RULES

AND EXPECTATIONS

   ules in Safe Havens promote transition, safety, cleanliness, and pri-
vacy.  Most Safe Haven residents have been unable to adhere to the strict
rules of shelters and in other housing settings.  Rules should not set up
residents for failure and should be presented in a manner that is least
intrusive and punitive.   Safe Havens vary in size, scope of service,
functioning level of clients, and access to available services in the
community.  Rules will reflect the individual Safe Haven and the
community in which it exists.  Generally, the fewer and simpler the
rules, the better for the residents and for the program.

BY SALLY  ERICKSON AND JAIMIE PAGE

R

Sally Erickson is the Project Director for Mental Help Hawaii at Safe Haven
Honolulu in Honolulu, Hawaii.  Jaimie Page is coordinator of the Health
Care for the Homeless Project at Kalihi-Palama Health Center in Honolulu,
Hawaii.

FIVE PRINCIPLES OF EFFECTIVE RULES

1.  Rules should reward positive behavior.

2.  Consequences should be explained and enforceable.

3.  Rules should relate to living situations.

4.  Rules provide opportunities for engagement.

5.  Rules provide a safety net for residents.
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1.  Rules should reward positive behavior.  When-
ever possible, Safe Havens should reward residents
for positive behavior rather than punish for negative
behavior. The use of rewards promotes an overall en-
gagement strategy that has proven to be more suc-
cessful than the use of punitive measures. For example,
staff can reward a resident with poor grooming habits
for attempts to improve hygiene with a manicure, gift
certificate, or simply offer positive feedback when she
does shower and change clothes, rather than deny her
services because she is malodorous. This resident
would probably seek services elsewhere — or not at
all — if treated punitively.

2.  Consequences should be explained and en-
forceable.  If a consequence for inappropriate be-
havior is needed, it should be one that the resident
might expect ahead of time and it should be enforce-
able.  Consequences should generally be relatively
minor for the first infraction, with more serious conse-
quences for additional infractions. For example, if a
resident aggressively tries to promote substance use
among other residents, staff might ask the resident to
leave the building for a period of time.  Staff might
help the resident gain insight into harmful effects of
drugs to himself and others. Staff might also require
that this resident not communicate with particularly
vulnerable residents.  Over time, the program might
require participation in appropriate substance abuse
treatment for the resident to continue to stay at the
Safe Haven. If the resident continues to pose a threat
to other residents after a series of interventions, he
will usually be asked to leave permanently, with ser-
vices and referrals offered at a different location or
program. The extent to which Safe Havens are willing
to try different interventions to alleviate behavioral
problems varies from program to program.

3.  Rules should relate to future living situa-
tions.  House rules should be tied to the behaviors
that future housemates or landlords might expect.  Safe
Havens can use rules to instill hope for and progression
toward more independent living. For example, if resi-
dents squabble over the television channel selection
or dining room seating arrangements, staff can assist
them to use communication and problem-solving skills
to resolve the issues. Staff can use these opportunities
to point out that problems may occur in the future and
residents will need to learn ways to resolve them.  The
program should provide residents with the opportu-
nity to deal with issues themselves whenever possible.

4.  Rules provide opportunities for engagement.
Safe Havens can use rules to facilitate discussions with
residents around issues of safety, cleanliness, and pri-
vacy.  Every interaction with residents provides an
opportunity for engagement and teaching.  Programs
can emphasize harm reduction rather than strict ad-
herence to a behavioral expectation. This approach
will enable staff to teach about safe sex, substance use,
and similar issues. For example, if a resident is found
in another resident’s room in a sexual situation, staff
can use the opportunity to address issues like safe sex
practices, positive relationships, communication and
assertion skills, and the effects one’s behavior might
have on another person.  If a resident arrives at Safe
Haven intoxicated and/or high, the staff might allow
the resident to enter as long as she is calm, or enter to
sleep, and address substance abuse issues later when
the resident is sober.

5.  Rules provide a safety net for residents.  It is
critical to the well being of the residents that a Safe
Haven be truly safe. Many residents lack social and
communication skills, and rules, such as those prohibit-
ing guests in the building and residents in other resi-
dents’ rooms, allow for a safety net. The resident can
fall back on “the rule” and feel less pressured by peers
or situations.  When a rule is violated and safety threat-
ened, staff should intervene immediately.

COMMUNICATING RULES TO RESIDENTS

Rules should be presented in a simple, positive, and
culturally appropriate manner so that residents can
understand them regardless of their current mental
status or language ability.  Rules can be communi-
cated to residents in a variety of ways. Outreach staff
can begin to go over rules and expectations with po-
tential residents before they move in. As part of a
move-in orientation process, residents read or hear the
rules again, and acknowledge by signature that they
understand them. The orientation paperwork, however,
should be kept to a minimum to avoid a sense of
formality and intrusion. Within the building, resi-

Safe Havens can use rules to instill
hope for and progression toward
more independent living.
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dents can get visual reminders of the rules by viewing
them posted on bulletin boards, in their rooms, in com-
mon areas, etc. Verbal reminders also help. This can
be done on a one-to-one basis by residential and/or
case management staff; during house meetings; and
on a more formal basis, such as in conferences with
staff during discussions of rule infractions. When ap-
propriate, and whenever possible, residents partici-
pate in their own goal-setting and planning (“treat-
ment plan,” “care plan,” etc.). During these discus-
sions, residents receive feedback regarding rules, how
they’re doing with them, and what kind of consequences
they can expect should there be further infractions.

Different levels of rules at some Safe Havens may re-
quire different responses. Infractions of rules address-
ing safety, such as violence or possession or use of weap-
ons, will result in an immediate and more consistent
type of response. It’s helpful to start with general house
rules and then get more specific with individual resi-
dents on a case-by-case basis. Language other than
“rules” may be used, such as “house customs,” “goals”
or “rights and responsibilities.” General rules that per-
tain to issues of safety, cleanliness, and privacy might
be presented in the following format.

RESPONDING TO RULE INFRACTIONS

The degree of flexibility with rules will vary from re-
gion to region due to the availability of programs and
services. In areas where a Safe Haven is the only re-
source for the targeted population, rules may need to
be more flexible to provide a safe home to a broader
group of people with more diverse needs. In locations
where there is a broader spectrum of services, a Safe
Haven can be less flexible, accept a more limited group
of people, and refer people with complicated needs to a
more appropriate setting. Furthermore, in areas with
colder climates, the development of rules and conse-
quences for infractions will need to reflect the weather.
For example, at Safe Haven Honolulu, a resident may
be asked to leave the building for four or more hours
when a particular rule is broken. However, this may not
be possible in New York in winter. Staff in colder cli-
mates need to be more creative and/or careful
when establishing consequences to enforce rules.

The general approach to rule infractions and subse-
quent intervention is based on the value placed on a
reward rather than punishment philosophy, as men-
tioned. Many Safe Haven staff members have worked
in psychiatric institutions, hospitals, and other pro-
grams that tend to be consequence and
control-oriented. Safe Haven residents have typically
failed in these programs. Therefore, staff are encour-
aged to be creative, to acknowledge client strengths,
to incorporate client goals and ideas into interven-
tions, and use a reward philosophy whenever possible.

Exemplary outreach staff typically spend months en-
gaging clients with the use of positive regard, incentive
items and services, working with client-perceived needs,
using effective communication, and letting the client de-
termine the pace when possible. These strategies must
continue when the same client moves into a Safe Haven,
and must be valued and implemented by all staff.

Safe Haven rules should be flexible, because what is
beneficial for one resident may be counterproductive or
harmful for another resident. At Safe Haven Honolulu,

“Please help keep Safe Haven”

RESPECTFUL, by not swearing, stealing, or pres-
suring anyone (this includes sexual pressure);

PEACEFUL, by not bringing in weapons, fight-
ing, or hurting anyone;

CLEAN, by not eating in rooms or smoking in
the building, and by keeping yourself and your
room clean;

SUBSTANCE FREE, by not bringing drugs, alco-
hol, or paraphernalia into the building;

SAFE & PRIVATE, by not bringing guests into
the building, or having other residents in your
room;

FAIR, by limiting phone calls to five minutes; and

NEIGHBORLY, by not hanging out in front of
the building or littering.

(House rules from Safe Haven Honolulu)

Safe Haven rules should be flexible,
because what is beneficial for one
resident may be counterproductive
for another resident.
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for example, a woman who had been assaulted on
the streets for several years finally feels comfortable
enough to move in. Staff will be more lenient with
her, initially, about rule infractions, such as smok-
ing in the building. The intent is to be able to con-
tinue to engage her with less of a sense of staff in-
trusion and program structure, thus preventing her
return to the streets. However, there should be con-
sistency with individual clients.

There should be different levels of intervention if a
resident violates a rule. They are listed here in the
order of serious to minor infractions.

Immediate response. If there’s a need for immedi-
ate attention, on-site staff respond to emergencies: vol-
untary admission to a psychiatric or substance abuse
facility; involuntary transportation via the legal system to
hospital emergency rooms, 911 calls (police, fire, ambu-
lance), asking a resident to leave the building for a
period of time to cool off, using other de-escalation tech-
niques, etc. These involve issues of immediate safety
like medical/psychiatric/physical building emergencies.

Unscheduled/Urgent Care Plan Team response.
Safe Havens should have Care Plan Teams for each
resident that consult with each other as to the appro-
priate response when learning of an infraction of a
moderate to serious nature.  (At Safe Haven Hono-
lulu, the Care Plan Team is comprised of a psychia-
trist, psychiatric nurse, medical nurse, residential co-
ordinator, clinic coordinator, rehabilitation specialist,
as well as the case manager and residential assistant
assigned to each resident.) At Safe Haven Honolulu, a
resident who has a problem with inhalants and who
smokes, accidentally started a small fire in her room.
The Care Plan team consulted and came up with the
following plan: the resident must turn in her cigarettes
at the front desk, and may only smoke outside. Staff
would also confiscate paint-laden purses/clothing, etc.,
to avoid further fire hazards and part of her allowance
is contingent upon maintaining ongoing, supportive
substance abuse counseling.

Scheduled Care Plan Team response. When events
can wait until the scheduled Care Plan Team meeting,
staff and, whenever possible, the resident come up with
a plan to address patterns of rule violations. This usu-
ally begins with the least intrusive, yet safe, intervention
and gets more stringent as the pattern continues.

The team along with the resident may develop a “stand-
ing order” for particular infractions. If a resident can
expect a consequence the enforcement of that conse-
quence is more likely to be successful and may help to
deter the behavior in the future.  For example, a resi-
dent knows ahead of time that every time he throws a
plate of food in the dining room, he’ll be asked to leave
the building for four hours.

RESIDENT RIGHTS

The following rights should be incorporated into any
Safe Haven:

• Right to participate in goal-setting, treatment
planning, monitoring, and discharge planning.

• Right to voice concerns.

• Right to participate in decisions regarding
medications.

• Right to refuse medication and to refuse to par-
ticipate in “therapeutic treatment” or activities.

• Right to choose health care providers.

• Right to dignity and respect.

Tenant rights. Tenant rights are an issue that may
be more of a concern if residents pay rent. Some Safe
Havens do not charge rent, while others charge one-
third of a resident’s income (if he or she has an in-
come) and/or a nominal program service fee. Most
existing Safe Havens do not incorporate tenant rights
because of the difficulty associated with the eviction
process and other potential legal entanglements. Basic
Accommodations, in Canton, Ohio, incorporates tenant
rights because they underscore the program’s emphasis
on the universal rules of rental housing. They use a
standard lease as well as a housing plan that is adapted
to meet Safe Haven needs.

Tenants are required to meet three obligations to: (1)
respect neighbors, (2) respect property, and (3) pay
rent on time. Infractions of these tenant obligations
result in a landlord-tenant-based response rather than
a treatment-based response, including restitution for
damage, tenant council discussions, and referral
to support persons who might assist with further
damage prevention. This includes building staff, a
case manager, or a community support provider.
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AREAS OF CONCERN:  RULES REGARDING SEXUAL ACTIVITY AND DRUG USE

Sexual Activity.  Most Safe Havens do not allow residents to engage in sexual activity, to exhibit “public
displays of affection,” or allow guests of either gender in their room. One reason for this is that many residents,
both male and female, have been victims of sexual abuse or assault. A Safe Haven in Madison, Wisconsin,
states that 100% of their female residents have been sexually assaulted and many male residents have sexual
boundary issues.

Safe Haven Honolulu was initially less stringent on sexual activity, so as to promote residents’ self-determination.
However, when females were observed disassociating when someone was fondling them, and when these same
women began to decompensate as a result, they changed this policy. Safe Haven Springfield does not allow
sexual activity because of the inability to monitor issues of consent and degrees of trauma. Both Safe Haven
Springfield and Safe Haven Honolulu feel that if a couple wants to engage in sexual activity, staff may want to
evaluate whether or not one or both are ready for independent living. NOVA/Safe Haven in Phoenix reports
that while there is some truth to the statement that disallowing sex on site is “just moving it,” some residents are
not capable of giving informed consent. Residents, whether male or female, who have difficulty setting limits
with others, have the support of knowing this rule is in place and they will not be “strong-armed” while
at the facility.

Alcohol and drugs.  Because they receive government funding, Safe Havens cannot allow any illegal drugs on
the premises.  While alcohol consumption is legal, most Safe Havens do not allow alcohol use on site because
of the large percentage of residents who are dually diagnosed with substance use issues. Some Safe Havens feel
that it is acceptable for residents to use substances and remain in the program, as long as it is not on site. Safe
Haven Honolulu and NOVA/Safe Haven in Phoenix allow intoxicated individuals to enter the building as long
as they are calm. Safe Haven Springfield allows intoxicated residents to enter, but assesses for risk and may
refer the individual to a detox facility or emergency room. Safe Haven Madison does not allow anyone in the
house who is drunk or high. If they show up in this condition, they are referred to a detox facility.

Safe Havens need to consider whether they will be a “dry,” “damp,” or “wet” facility. While Safe Havens do
not assist or support residents in using alcohol or illegal drugs, some may have chosen to work with their
residents toward a better understanding of their substance use and toward abstinence or reduced use and
dependence. When Safe Havens have adopted such an approach with their residents, a consistent set of
principles emerges for working with the resident:

• a non-judgmental and respectful approach;

• helping residents to identify harmful effects of drug and alcohol use and the benefits of
decreasing and/or ceasing use;

• exploring alternate patterns of use;

• praising small successes;

• developing flexible plans that address substance abuse issues.

Since many Safe Haven residents do not have insight into the harm of their drug use, Safe Havens should
further investigate the use of a “Motivational Interviewing” or “Stages of Change” approach to working with
clients. Safe Havens may want to consider training in these models for all residential staff, rather than having
one designated substance abuse counselor. Within Safe Havens, the emphasis is on safety rather than a limited
focus on violation of rules or laws.
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EXPECTATIONS FOR A SAFE HAVEN

Expectations appropriate for a Safe Haven include a
belief in the clients’ capability and that all citizens must
have the opportunity to live in, participate with, and
contribute to their communities. Expectations of cli-
ents vary because client capabilities, needs, and level
of trust varies. Expectations should be individualized
and based on initial and on-going Care Plans that in-
volve long-term and short-term goals, measurable ob-
jectives, and staff interventions.  Specific expectations
include that:

• clients will move into permanent housing after
stabilizing, or if ascertained that a different
setting is in the clients best interest, a success-
ful referral will be made;

• the residents’ level of insight into their health
and mental health needs will improve;

• symptoms will improve, and

• most residents will be able to live fulfilled, safe,
and empowered lives within the community.

Over time, Safe Haven residents should have the op-
portunity to progress and to gradually learn community
re-entry skills, including:

• good grooming and hygiene

• communication skills

• anger management skills

• social skills

• laundry/household maintenance skills

• dealing with mental illness, including:
diagnosis, symptoms, medication and side
effects, “red flags,” how to get help when they
need it, and how to gain peer support

• to set and monitor goals for themselves

• how to negotiate the public transportation
system

• what recreational activities they enjoy and
can feel comfortable with

• budgeting skills

Participation in activities is encouraged and rein-
forced, but not required. As residents progress to-
ward independent living, they should be given op-
portunities to initiate and participate in activi-
ties like cooking, shopping, budgeting, planning
social activities, etc. When residents are ready and
interested, referrals to activity programs such as a
“clubhouse”-type model can be made.

EXPECTATIONS FOR RESIDENTS

Residents can expect a program to provide a positive,
safe environment by:
• giving honest, fair, and respectful treatment;
• developing a sense of trust;
• being flexible;
• advocating on the residents’ behalf;
• offering fun, meaningful and inexpensive

activities both within the program and out
in the community;

• ensuring their safety; and
• respecting their privacy.

Residents can expect that Safe Haven staff will treat
them with unconditional respect, and help them exer-
cise power and self-determination by involving resi-
dents in decision making and in the monitoring of ser-
vices and treatment. Staff allow residents to set the
pace of their progression. Therefore, standard limits
for task completion are avoided.

Safe Haven staff are expected to help with clothing,
toiletry items, mail and phone services, showers,
laundry, etc. They are expected to provide healthy
food and assist with the provision of special diets,
culturally appropriate foods, and special requests.
Staff are also expected to monitor resident’s physical
and mental health and offer assistance and care
accordingly.

Finally, residents can expect that they will be assisted
in living a fulfilled and high-quality life, however they
define this, through staff providing teaching, support,
optimism, and encouragement. Staff will also be ex-
pected to assist residents with: independent housing
whenever possible, outpatient mental health care, qual-
ity health care, meaningful activities and relationships
outside of the “homeless mentally ill” service-provider
network, while providing effective and compre-
hensive individualized services.
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ATMOSPHERE OF EXPECTATION

Before residents move in, the outreach workers, case
manager, or whomever is the referral source, should
let the client know that Safe Haven is transitional
and that they will be expected to move on when
they’re ready.

• When they are first engaged and move in, resi-
dents are given time to settle in and get into
the routine of taking care of themselves with
the goal of independent living.

• Staff must be oriented to an atmosphere of
expectations (specific interventions as they
relate to goals and expectations are written
into a resident’s Care Plan).

• Residents meet regularly, on an informal basis,
with assigned staff. Together, the staff and resi-
dents explore progress in completing various
tasks.

• Promote upbeat, lively, fun atmosphere...using
humor to motivate people.

At Safe Haven Honolulu, residential assistants on each
shift are assigned four to five residents. Depending on
that resident’s Care Plan, they may work with them on
cleaning their room, doing laundry, attending Narcotics
Anonymous meetings, participating in rehabilitation/
recreational activities, etc.

ATMOSPHERE OF TRUST

The key to a Safe Haven promoting an atmosphere of
trust is engagement. Engagement strategies start at
outreach, and carry over into residency. With a sense
of trust, clients and residents are more likely to try
new ideas, to listen to encouraging words, to feel se-
cure, to try medicine, and to start developing relation-
ships with other people.

Starting with outreach, residents are able to make a
connection with a familiar face. In some settings, out-
reach staff also work within the Safe Haven building, so
there is already one identified staff person that the client
has known for a period of time.  Outreach staff can
also provide valuable referrals because they are already
linked to clients who are more likely to try Safe Ha-
ven if they are referred by someone they trust.

As stated previously, specific engagement strategies
that work include:

• treating people with positive regard
• working with their perceived needs
• providing incentive items and services
• letting clients set the pace whenever possible, and
• communicating effectively

Active listening on the part of Safe Haven staff will
also promote a sense of trust. This can be accomplished
by listening to concerns, complaints, ideas, sugges-
tions, and by encouraging residents one-on-one and
in group discussions. Staff can foster trust by demon-
strating values of honesty, respect, and fairness in all
facets of interaction.

Staff will find that if they de-emphasize mental illness
initially, never force medication, and include residents
in decision-making about their medication (and start
them on a low-dose strategy), clients will be more trust-
ful. Mental health issues can be addressed slowly and
gradually as a resident’s insight into his or her mental
illness increases.

Finally, by respecting clients’ privacy and personal
space, staff will be viewed as trustworthy. This includes
respecting private mail and phone calls, knocking on
doors, not entering without permission (unless there is
concern or a case of emergency); not being overly in-
trusive, and by backing off when clients don’t want to
talk or engage.

RESIDENT ROLE IN DEVELOPING AND

APPLYING PROGRAM RULES

Philosophy.  Residents should be involved in rule
development from helping to set and monitor rules to
resolving some issues on their own. This reflects the
Safe Haven values/mission: Safe Havens need to be
flexible, adaptable to resident’s changing needs, and
open to programmatic improvement through change
efforts. If something doesn’t work or make sense,
change it. Residents are asked to participate in the
ongoing development and monitoring of rules. It fa-
cilitates their ownership of the rules and increases
the likelihood of success. In several Safe Havens, resi-
dents propose tougher rules for themselves and for each
other than those developed by the staff.  Staff will
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need to moderate discussions with residents and
may need to advocate and hold firm to more lib-
eral guidelines.

Monitoring mechanisms. These can include, but are
not limited to: weekly residents’ meetings; a house
policy council; peer monitoring in which residents
monitor each other and advocate for each other once
they feel a sense of pride/ownership; a suggestion box;
Care Plans; and individual discussions.

FACILITY DESIGN

The design of a facility can support effective monitor-
ing of rules and create a safe environment.

Site selection. Many Safe Havens may not have the
luxury of selecting their site -- either the location or the
specific building -- and may encounter significant com-
munity-based obstacles in their efforts to do so. They
may not be able to afford major renovations, or not be
allowed to do them because they are in a lease rather
than ownership situation. Many Safe Havens may need
to make the building work for them either permanently
or until renovation monies can be secured.

Safe Haven Honolulu, located in an urban setting,
is several blocks from downtown Honolulu’s drug
and prostitution activities. The location is excel-
lent for engaging clients in the area, but the prox-
imity to such a high drug area can be detrimental
for them in the long run as they attempt to become
clean and sober.

Safe Haven Honolulu is a three-story, historic building
with 25 individual rooms on two residential floors. The
main floor holds the screening room/case management
office, reception area, dining and activity area, kitchen,
and clinic. Office and storage space, a smoking lounge,
and meeting area are located on the residential
floors, main floor and basement. An additional two
rooms are used for clients in need of one-on-one
supervision or respite services.

SPECIFIC BUILDING ISSUES

Facility design should support compliance with rules.
Some of the specific building issues that can sup-
port rule compliance include: front desk/moni-
toring,  gender-separated quarters, a communica-
tions system, private space, and safety mechanisms.

Front desk/monitoring. When guests and clients first
enter Safe Haven, they are warmly greeted at the front
desk. Safe Havens with private rooms may consider
having residents pick up their room key at the front
desk and turn it in when they leave. Some clients, as
part of their Care Plan, may need to empty their pockets
or leave their bag at the front desk. Cigarettes and
quarters for laundry may be distributed here.

The front desk should be staffed by trained residential
personnel who can intervene when clients enter and
leave. They may suggest that a client change soiled
clothes or put on shoes. If a client needs encourage-
ment to avoid dangerous activity, like drugs, prostitu-
tion, or socializing with known predators, the staff
member may try to distract him or her with a card
game or some other activity, or at least indicate the
hope to see the client return.

Gender-separated floors. Some Safe Haven clients
have difficulties with boundaries.  Many female cli-
ents have been victimized by men and are afraid of
them. Separating genders can help clients learn how
to set boundaries.

A communication system. There should be a
simple, reliable in-house communication system,
particularly with a way to signal other staff when
help is needed in a certain part of the building.
Safe Haven Honolulu calls a “code one” over inter-
com speakers in the phones.

Private space. Private rooms are more desirable than
shared rooms. At Safe Haven Honolulu, private rooms
are an advantage for clients who are paranoid or
have difficulty setting limits with others. They may
also occasionally need to yell at their voices or
perform certain rituals that make them feel safer,
and they can do this in the privacy of their room.
Private spaces should never be searched without
the knowledge and participation of the residents.

Safe Havens need to be flexible, adapt-
able to resident’s changing needs, and
open to programmatic improvement
through change efforts.
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Safety mechanisms.  The following safety mecha-
nisms should be considered when designing a Safe
Haven facility.

• Limit building entry to one monitored area to
ensure that those entering the building are
clients.

• Room checks should occur at regular intervals.
Safe Haven Honolulu residential staff knock
on doors three times per day, at mealtimes. If
the person does not answer, staff announce
themselves and open the door.

• Residents are told upon move-in that staff will
turn off lights or radios if a resident is out of
his/her room.

•    Buildings should be locked at nighttime. This
is safer in some urban neighborhoods. Staff can
use their keys and open the door for residents.

• Staff offices should be dispersed throughout
the building. This is a passive way to monitor
occasional unpredictable client behavior and
helps staff blend in with residents.

• Depending on the acuity level of clients, some
Safe Havens may consider using security
mirrors, “hospital” door hinges, Plexiglas
instead of glass and other safety devices. As
this can be costly, changeover can occur as
things are broken and are being replaced, or
a few “safe” rooms may be set aside for
clients who need them. Whenever possible,
creative, homelike alternatives should be used,
rather than bars. For example, a window
box makes exiting through the window less
compelling.

• The exterior of the building should fit in with
the neighborhood. There should be places
for clients to sit that are not directly in front
of the building, to avoid giving neighbors
the idea that the project is a “magnet.” Many
programs have an inviting atrium or lounge
where clients can sit, as well as outdoor or
indoor smoking areas.

OTHER DESIRABLE FEATURES

1. Qualified staff and non-hierarchical staffing.
(i.e.,  a team-based approach).

2. Comprehensive staff training, such as,
de-escalation, dual diagnosis, involuntary
psychiatric evaluations, etc.

3. Staff support and/or clinical consultation in
dealing with difficult clients.

4. On-call staff in case of medical/psychiatric
emergencies.

5. Resident leaders.

6. Good relationship with neighbors.

7. Community presence.

8. An investment on the part of local business
people, consumers, and service providers, such
as an advisory council or board.

9. Collaboration between service providers:
emergency shelters, mental health centers and
agencies, and hospitals.

10. The involvement of consumers on an Advi-
sory Council and on staff.

11. A broad spectrum of permanent supportive
housing in the community.

12. A communicated sense that Safe Haven is a
home rather than a shelter or institution.

SUMMARY

Safe Havens will need to have a set of house rules to
promote resident and staff safety and a sense of ex-
pectation that will result in a smooth transition into
permanent housing. Program rules can make or break
the success of a Safe Haven.   If rules are too strict,
clients who have been chronically homeless and have
a serious mental illness are unlikely to succeed. By
presenting simple, positive rules and allowing for flex-
ibility and a respectful response to infractions, staff
can significantly help residents progress during their
stay at Safe Haven.
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STAFFING ISSUES

     he Safe Haven’s low demand environment for residents can create a high
demand and high stress environment for staff. Staff members have the
challenge of maximizing benefits for the most difficult to engage homeless
persons.  This can lead to burnout – which can be prevented, or at least
ameliorated, by focusing on staffing issues.  Remembering and recognizing
how far residents have come in the program helps staff focus on the posi-
tives and not be burdened with the negatives.

STAFFING PATTERNS

Staffing patterns vary at Safe Havens.  They, of course, are influenced by
the program’s funding and any requirements the funding agency may have.
A program design is also impacted by the available staff, their skills, and the
division of responsibilities among staff members.

In Safe Havens, positions and staffing levels vary around the country.  Some
programs may have a program manager, case managers and case aides,
while others combine job responsibilities so that all of the major elements of
each position are covered. All staff act cooperatively, sharing information to
maximize the benefit to the client.

BY SHARAN LONDON

T
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Program manager.  The program manager or pro-
gram director is usually responsible for the adminis-
trative functions associated with a Safe Haven. This
person may be responsible for other programs within a
larger organization or may be hired solely to run the Safe
Haven. A program manager may not have the respon-
sibility for the program’s finances if the Safe Haven is
managed by a larger organization that has overall fidu-
ciary responsibility.

Program managers have administrative and programmatic
oversight of the Safe Haven. They have operational,
reporting, and staffing responsibilities — recruiting,
hiring, supervising and terminating staff.  A manager
needs to have the ability to successfully carry out
programmatic and administrative duties.

Case managers.  An in-house case management staff
can offer a program many benefits.  A case aide can
handle many of the daily activities, but the case manager
is charged with the development and implementation
of an ongoing treatment and transition plan for the
Safe Haven resident. The case manager can interact
with other agencies and service providers and act as
the advocate for the clients as they attempt to negoti-
ate the web of  services.  The case manager can be the
resource specialist for entitlements, day programs,
treatment alternatives and housing.  In addition, they
can act as the intermediary with psychiatrists or other
mental health service providers, assist in filling pre-
scriptions, and help clients with transportation to
appointments. The on-site case manager can also help
provide double coverage during the day, an important
consideration when clients may need to be transported,
when a crisis occurs, or when other staff are off-site.

Case aides.  Staff charged with the everyday interaction
with residents vary in background as well as title.
Whether they are called case aides, shelter workers,
residential assistants or community integration special-
ists, people in these line staff positions are the ones
who oversee the activities of daily living in the Safe
Haven. Some Safe Havens include these positions as
well as extensive funding for case management.  Where
Safe Havens do not have on-site case managers, the
role of the case aides is expanded, and the case aides
act as advocates for the residents with outside agencies
and perform some of the functions of a case manager.
Many Safe Havens recognize that case aides have a
very important role.  Case aides regularly and con-

tinuously interact with residents and, therefore, often
have the most intense relationships with them. Case
aides often share meals with residents and help them
with their medications.  These kinds of activities pro-
vide opportunities in which residents are more likely
to give feedback on the program. The level of intimacy
that is created in that day-to-day living environment may
lead to the development of the trust relationships that
are so vital to the success of a Safe Haven. Also, case
aides often lead house meetings that allow clients to
address ongoing issues relating to the management and
maintenance of the Safe Haven.

Case aides are also often responsible for the routine
maintenance of the facility, including supervision of
the cooking and cleaning. However, resources dictate
how shopping and general maintenance are performed.
Some programs rely heavily on donated meals that are
prepared and delivered to the site.  Other programs
expect residents to cook for themselves or for the group.
Some sites have the staff prepare meals for the entire
population.  Maintenance can be performed by contract,
and the responsibility for making those contacts fall to
either the program manager or the staff person on-site.

Staff coverage.  All Safe Havens need to have 24-
hour staff coverage, but programs have the liberty to
adjust supplementary staff to specific needs.  Most
programs do not have double coverage, but many
programs expressed an interest in increasing their avail-
able staff.

• In Maryland, the Montgomery County Coalition
for the Homeless doubles staff coverage during
day hours but not at night; Safe Haven Hono-
lulu has double coverage on all shifts.

• In Morristown, New Jersey, the Morris Shelter
has 24-hour coverage by one male and one
female staff member — this arrangement helps
protect the program from potential sexual
harassment charges in a direct, but costly, way.

Safe Havens do not have a universal requirement that
staff must remain awake overnight, but it is a common
practice. Several facilities have live-in residential
managers who are not required to stay awake over-
night, but who are obligated to respond to any emer-
gencies that may arise.
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All Safe Haven staff members are expected to offer
support to residents and should always be available to
residents in distress.  Sometimes, the mere presence
of a staff person  provides this service.  No matter how
casual the interaction with a resident is, each program
manager, case manager, or residential assistant is
responsible for modeling appropriate behavior.  Op-
portunities regularly occur to respectfully educate resi-
dents about the activities of daily living.

STAFF BACKGROUND AND QUALIFICATIONS

A person’s ability to understand and adapt to the Safe
Haven philosophy is the paramount consideration
during hiring. Most of the Safe Haven design is non-
traditional, and the employee’s open-mindedness and
flexibility to adapt are often the greatest indications of
his or her chances of success. For example, a social
worker trained in a traditional academic setting, where
the emphasis is on being proactive and causing change,
may find it difficult to allow a Safe Haven resident
time until he or she is ready to engage.

A similarity in values seems to provide the cohesion
needed in a good staff and the supportive environ-
ment that leads to success for the residents. At the
very least, the staff in the programs should reflect the
ethnic, racial and sexual diversity of the population
served by the Safe Haven. It is imperative that the
manager successfully transmits the values and philoso-
phy of the program and that all employees understand
and implement those values.

The background, experiences and qualifications of
persons filling program positions vary within each Safe
Haven environment. Based on the staffing pattern, the
responsibility of any of these positions may be expanded
so most positions have an educational requirement of a
bachelor’s degree, such as in social work or psychology.
This requirement may be seen as a way to assure a mini-
mum level of understanding about mental health issues.

In some cases, however, an advanced degree may
not be as important as experience in the delivery
of human service and a personal value system that
is in concert with the Safe Haven’s philosophy. Many
programs have successfully hired employees who
are formerly homeless, in recovery, or consumers of
mental health services. Consumers of mental health

and addiction services, as well as formerly home-
less persons, can increase the ability of the staff to
relate to the clients because they “speak the same
language” and may share experiences. However,
before hiring, some length of “clean time” or pe-
riod of recovery should be required to avoid stress-
ing an employee and causing a situation that may
lead to relapse. Also, those who do not have formal
mental health education may need additional train-
ing, education and supervision. Finally, while it is
important to hire consumers, it is just as important
not to label them as “consumer staff.”

The hiring process serves as a screening tool. It is during
this time that an employer gets a sense of the applicant’s
value system, flexibility, adaptability, and other qualities.
Dialogue with open-ended questions and asking the ap-
plicant to respond to “how would you handle this” sce-
narios are good ways to learn about how the applicant
may react to the Safe Haven environment. Interviews
tend to be stressful, so it may be helpful to allow the
applicant to meet some clients in an informal setting.
Also, it may be useful to ask a person to work on a
temporary, hourly basis to assess his or her skills over a
60- to 90-day probationary period, allowing the em-
ployer time to evaluate an employee’s abilities.

STAFF TRAINING

The unique qualities of the Safe Haven philosophy make
staff training very important. Training serves the dual
purpose of teaching staff to work with residents and mak-
ing staff feel more secure in a Safe Haven environment.

Some Safe Haven-specific training elements are:

• Low-demand, high expectation approach

• Life on the street

• Stable, secure, highly supportive environment

• Portal of entry concept

• Continuum of Care

• Transition to permanent or permanent support-
ive housing

A Safe Haven operates outside the traditional psychi-
atric models. Accordingly, the process and outcome
may differ from an employee’s past experience. Staff
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will be asked to operate and respond in a manner
that may be unfamiliar to them. Staff needs to un-
derstand and envelop this philosophy. Residents
are not medicated into compliance, so staff need
to handle their feelings of not having total control.
They also have to learn to redefine success for this
population because, for Safe Haven residents, suc-
cess may not be permanent housing right away.

Some mental health-specific training elements are:

• Recognizing signs of mental illness

• Suggestions for dealing with behaviors

• Medication usage and disposal

• Knowing medication names, expected outcomes,
and side effects

• Signs of decompensation

• Techniques for de-escalating violence

• Dual diagnosis

Training on dual diagnosis is important because many
residents of Safe Havens are dually diagnosed. For
staff that approach their work from a recovery per-
spective, the training explains how a client’s mental
illness may preclude his or her participation in tradi-
tional support groups such as AA or NA.

Staff may be apprehensive in working with homeless
people who come directly from life on the streets.
Residents needed certain behaviors to cope while on
the street, and the staff need to understand where the
residents are coming from.  Staff members that can
recognize, handle, and diffuse crisis can increase safety
for themselves and for clients.

Some training elements specifically for staff members
dealing with life on the streets residents are:

• CPR and first aid

• Preventing disease transmission

• Intervention strategies and when it’s appropri-
ate to use them (see Chapter 5 )

• Need for staff and client boundaries, how to set
them, and how to ensure that they are
respected

Resource manuals and training manuals are used in
many Safe Havens to give staff clear directions to fol-
low when problems may occur, which is especially

important due to the  low-demand nature of programs.
They should know the steps to be followed when
resolving problem behaviors or managing a crisis.

Employee manuals that explain personnel policies should
be complemented by an operating manual that includes
policies and procedures in the operation of the facility.
Personnel policies should include protocol on client
confidentiality, use of client funds, sexual harassment
concerning clients and staff relationships, and for a
drug-free workplace and an employee assistance program.

Staff also need to know about community resources.
As information is compiled about various community
programs, it should be presented to the staff as well.
Staff should be able to access those resources or, at
the very least, know where to find information.

STAFF SUPPORT AND SUPERVISION

Continuing support of staff is imperative.  Staff meet-
ings and case reviews should allow all staff to provide
input and to see that their contribution is valued.
Sharing information about experiences with clients
gives staff the chance to see how residents are inter-
acting with other staff, to see what techniques may be
working best with each client, and to work as a team
to develop expectations for that person.  Sharing frus-
trations and brainstorming solutions allows staff to
acknowledge the tensions of the job and potentially
decrease burnout. Also, staff meetings are a great fo-
rum to recognize successes by clients as well as staff.

Individual meetings between staff and the supervisor
allows the program manager to work with each em-
ployee.  During weekly sessions, a staff member can
raise issues and the supervisor can give feedback on
his/her performance. These meetings also allow the
supervisor to educate individual staff about the Safe
Haven philosophy and its practical application.

Regularly scheduled meetings of all staff encourage
employees to save noncritical issues for the weekly
meeting, which can empower staff to resolve non-
crisis issues on their own and keep the supervisor

Remembering and recognizing how far
people have come in the  program helps
the staff to focus on the positives and not
be burdened with the negatives.
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out of the day-to-day conflicts. The program man-
ager can use the time to provide additional educa-
tion about psychiatric issues as well.

Program managers or directors may supervise the
direct service staff, but it is imperative that they
are also given this opportunity for supervision them-
selves.  If program managers are not responsible to
another more senior staff person in the Safe Haven or
parent organization, it is important to build in this
type of support.  When no direct supervisor is avail-
able, it may be necessary to use mental health con-
sultants, such as psychiatrists, to allow program
managers the same support.

Managers have to continually work to minimize
turnover and burnout by educating the staff
about stress reduction.  When staff members can
achieve balance in and out of the workplace
they are better able to function as employees.
It is incumbent upon the manager to encour-
age and model that balance.  This may require
a greater number of leave days or flexible
scheduling that acknowledges the extra hours
often required of the positions. Appropriate use
of compensatory time and responsible sched-
uling may also decrease burnout. Staff retreats
and celebrations are important to continually
energize the staff.

It is imperative to acknowledge the individual and
collective contributions of all employees. Staff who
have worked in the delivery of human services gen-
erally have some idea of the scope of their responsi-
bility and the level of intensity.   For employees
who are in recovery, it may be useful to make
attendance at meetings part of their job duties. The
on-call nature of positions needs to be clarified to
allow employees to take leave time when needed
and it is important that awake time is compensated
in facilities where overnight staff sleep, but can be
awakened in the middle of the night.

OTHER CONSIDERATIONS

Outreach staff.  Outreach is an essential component
of Safe Havens because the program serves homeless
persons living on the streets.  In cases where the Safe
Haven provides community outreach, staffing patterns
have to reflect the need for someone on the streets.
This function can be performed by existing staff with
accommodations made for the need to be out of the
facility during certain hours. Again, the performance
of this role is often a function of the funding and other
resources available within a community. For example,
if a community has a well-established outreach mecha-
nism, it may not be to the advantage of the Safe Haven
to employ someone solely for that purpose.  Using ex-
isting resources has the additional benefit of fostering
cooperative arrangements with other service providers.

Consultants. Some Safe Havens grants include clauses
concerning the use of outside consultants for support-
ive services.  The use of consultants ranges from the
provision of somatic medical care, psychiatric coverage
for medication monitoring, consultations and group and
individual therapy, case management services, voca-
tional training and counseling, psychiatric rehabilita-
tion services and job placement and coaching.  Consult-
ants can be utilized as funds become available and
when the services to be provided are not considered
for full-time employees.  If funds were available, it is
possible to incorporate some of these consulting posi-
tions into regular staffing patterns.

Volunteers.  Volunteers are used in varying degrees
within existing programs. While the use of volunteers
instead of staff is not recommended, they can be used
to supplement staff.  Volunteers can help provide trans-
portation, food, or clerical support.  Volunteer boards
are important for fund raising and community relations.
The support of local communities, congregations or
service organizations often eases the establishment of
a Safe Haven.  Volunteers with experience in the mental
health field can provide much needed services that
would not otherwise be available.

Students.  Student interns are another potential source
of additional coverage.  The facility may be located
near a school with a graduate program in either
psychology or social work where students are often
required to intern.  Without having to pay even a
stipend, the program has access to an additional

Program managers or directors may
supervise the direct service staff, but it is
imperative that they are also given this
opportunity for supervision themselves.
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employee.  Similarly, programs such as AmeriCorps
or church-sponsored volunteer programs can be a
good resource for staff at a reduced rate.

Space.  Many Safe Havens are located in existing fa-
cilities, and changing the interior design may not be
feasible.  Safe Havens should assure handicap access
to facilities. Many program directors recognized the
need for private office space that can be locked — al-
lowing for the storage of medication and confidential
files and for a private meeting space. Private space is
especially important because programs often main-
tain logs on clients and may be trying to secure ser-
vices that require discussing private and confidential
client information. One facility accommodates not just
the Safe Haven administrative staff, but also the parent
organization staff. This sharing of space provides addi-
tional staff for coverage, if needed, and gives clients an
opportunity to interact with other community members.

Facility.  The facility does not have to have a staff kitchen
or bedroom, but at a minimum should include space
for staff to store personal belongings that are needed
for job performance.  Unless the program employs
residential managers who expect their own room in
exchange for salary, a private bedroom does not seem
reasonable.  Most programs indicated that their over-
night staff does not sleep anyway and the presence of a
bed may be too enticing.   If sleeping is allowed, a pull-
out sofa can be used as an office furnishing and can pro-
vide a place for staff to rest or sleep.

The staffing patterns and physical space of existing
Safe Havens are as varied as the locations.  What may
be considered exemplary staffing patterns and prac-
tices for one site may not be realistic for another. The
Safe Havens philosophy is the common thread among
all of the programs and should be referred to by all
programs when deciding how to handle these issues.
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TRANSITIONS

FROM SAFE HAVENS

   afe Havens offer a residence to people with mental illness who
have been unwilling or unable to participate in other housing and
services.  The initial goal of the Safe Haven is to engage residents in
living in the Safe Haven; the ultimate goal is to facilitate access to
permanent housing.

Safe Havens must hold these two goals in balance.  The engagement process,
service program, policies and procedures, staffing patterns, and building de-
sign must be developed with both goals in mind.  This chapter describes an
approach to facilitate the transition of hard-to-engage homeless people with
serious and persistent mental illness who are living in Safe Havens to other
housing settings.  Examples have been drawn from Safe Havens operating in
Philadelphia, Chicago, Honolulu, New York, and Burlington, Vermont.

THE LOW DEMAND MODEL AND TRANSITIONS

Low demand does not mean low expectations.  The resident has a choice
to engage and, therefore, the low demand model promotes a resident
sense of autonomy, responsibility, and perception of himself or herself as
having control over and being able to take action to positively influence
his or her life.

BY ANDREA WHITE, CHRIS KIRK, AND SUZANNE WAGNER
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As an immediate alternative, the program is
locating private landlords who will rent apart-
ments that people can share and afford.  Safe
Haven Honolulu staff provide on-going support
and case management to the residents once they
are in these apartments. The program has also
started a consortium of service providers to
advocate for more housing options, particu-
larly for people with co-occurring substance
abuse disorders and those with medical needs.

CREATING A CULTURE OF TRANSITION

Safe Havens strive to create a culture that supports
movement into more permanent housing.  The estab-
lishment of such a culture depends upon the clear
definition, communication, and regular reinforcement
of the goal of obtaining permanent housing.  As soon
as it is reasonable in this low-demand model, residents
entering the Safe Haven for the first time should learn
about the goal and be told that staff will assist them to
move toward it at their own pace.  This establishes
clear expectations for the staff and program.  For a
successful transition, each group, case management
service and activity should promote the resident’s
ability to obtain and maintain permanent housing.

For example, discussions in a cooking class can
focus on the menu planning and meal preparation
skills residents will need when they have their own
homes.  A conflict between two residents can pro-
vide an opportunity to highlight and teach conflict
resolution skills that residents will be able to use
when they move on.

A culture that supports transition is also facilitated by
building a system of rewards.  Safe Havens can host
public celebrations for residents who are moving into
a new home and present a “move-in package” of per-
sonal items or household items for the new setting.
Additional public acknowledgment can occur in groups
or community meetings.  Former residents who are
successful in their new homes can be invited back
to describe their experiences.

The involvement of the residents is critical in em-
powering them to exert control over the process of
accessing housing.  The length of stay at the Safe
Haven is determined by the time it takes for each
individual to complete the tasks necessary to ac-
cess housing.  There is no predetermined, stan-
dard time frame.  For a successful transition, resi-
dents must have sufficient time to complete the
tasks, develop the skills, and achieve the confidence
necessary to move out of the Safe Haven.

DEVELOPING LINKAGES

The ultimate goal of Safe Havens is to transition resi-
dents to the next stage of housing and all actions must
be designed to achieve this goal.  Programs need to
ask two questions:  (1) Where will Safe Haven resi-
dents move?  (2) How can the program facilitate the
transition?

In Philadelphia, Project H.O.M.E.’s Safe  Ha-
ven regularly uses the sponsor organization’s
own supportive housing, as well as a range
of other community options including De-
partment of Veteran Affairs’ sites, subsidized
housing, other organizations’ supportive
housing, and some market rate housing.

An important first step for a Safe Haven is to establish
linkages with other providers in the local Continuum
of Care.  Some communities, particularly large ur-
ban areas, may have a well-developed stock of sup-
portive housing that includes a range of models serv-
ing a variety of needs.  Smaller communities may
need to rely on creative alternatives, such as devel-
oping relationships with for-profit landlords and de-
veloping their own supportive housing that meets
the needs of their clientele.  No matter how exten-
sive or limited the local Continuum of Care, it is
critical to identify and/or develop long-term and more
permanent housing options for Safe Haven residents
as the Safe Haven is being designed.

Safe Haven Honolulu is overcoming limited
housing options in its community.  Existing
mental health housing is “high demand” and
often unappealing to Safe Haven residents.
Boarding homes are not safe.  The Continuum
of Care in Hawaii is still in development.

Safe Havens strive to create a  cul-
ture that supports movement into
more permanent housing.
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THE INDIVIDUAL HOUSING PLAN

Once a resident is aware of the available housing
options, he/she can begin to develop an individualized
housing plan.  An assessment tool – which indexes the
resident’s stability, medical status, daily and community
living skills, motivation to obtain housing, substance
use, entitlement status and housing history – is useful.
The assessment tool captures the resident’s current
level of readiness and indicates areas where addi-
tional skills are needed for the resident to be suc-
cessful in a permanent supportive housing setting.
This tool may also be used throughout to reflect the
strengths and skills Safe Haven residents have devel-
oped that will serve them in accessing and maintain-
ing a permanent living situation. (See Appendix A for
more information.)

Having identified these skills and resources, the Safe
Haven then must provide the residents with the oppor-
tunity to build and practice these skills and/or obtain
additional resources. The program design must include
these services: entitlement assistance, money/medica-
tion management, assistance in reducing and/or man-
aging the symptoms of mental illness, training in the
skills of daily living, training in interpersonal skills and
conflict resolution, and substance abuse services.

Entitlements advocacy and budgeting skills are two
services identified as crucial by the Safe Havens
we interviewed. Having enough money to meet

basic living expenses helps people feel more secure and
enables them to see housing as a real possibility. Also, obvi-
ously, without some form of income, the resident will
not be able to pay rent in the new housing setting. Estab-
lishing a savings account while in the Safe Haven enables a
resident to start budgeting and planning for a new home
and the furnishings he/she will want and need.

In developing individual housing plans, providers take
into consideration the resident’s housing preferences
in regard to neighborhood, level of supervision, need
for privacy etc. (See Appendix B for “Housing Prefer-
ence Questions for Residents.”)  Exploring the resident’s
housing preferences is critical.  It sends the message that
the staff member sees the process and decision-making
around the housing choice as mutual.  It also provides
residents with the opportunity to feel a sense of power
and control over their lives and provides valuable infor-
mation about their expectations. Then the staff member
can narrow the housing search efforts to conform to the
resident’s stated preferences and can work with the resi-
dent to clarify his/her preferences.

In developing the plan, the staff member also should
explore the resident’s housing history and try to identify
and raise awareness about any patterns between hous-
ing choice and homelessness. For example, a person
might have become homeless because she did not take
her medication and stopped paying her rent. This can
indicate to the staff member and resident that a setting
with medication supervision may be more helpful.  It is
also useful to identify components of the Safe Haven
that have worked well for the resident. Has the resident
enjoyed the opportunities for socialization,  participated
and learned from groups, and taken advantage of the
meals that have been provided?  If so, it is likely that the
resident will continue to benefit from a setting that pro-
vides similar services.

A HOUSING GROUP

Central to the process of assisting residents to transi-
tion to permanent housing is providing information to
residents about the various housing models. One of
the most effective methods is a Housing Group, which
provides a regular public forum to engage Safe
Haven residents in the discussion about housing.
It also creates an opportunity for residents to moti-
vate and educate one another. A group can facilitate

The Safe Haven design must
include these services:

• Entitlement assistance

• Money/medication management

• Assistance in reducing and/or managing
the symptoms of mental illness

• Training in the skills of daily living

• Training in interpersonal skills and
conflict resolution

• Substance abuse services
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the process of peer support, as residents are often more
amenable to information and suggestions from peers
than they are from staff. Sometimes residents will even
question each other’s housing choice and stimulate
thinking about the realities of these choices. However,
as some residents are not comfortable in groups, some
of this education will need to be done individually.

Housing Focused on Transition

The physical design of the Safe Haven can be used to
support residents’ ability to achieve the goal of accessing
housing. A clean, safe and well-designed Safe Haven can
provide a powerful incentive to seek permanent housing.
Living in such a setting raises residents’ expectations for
what is possible in permanent housing. Taking time with
the design shows respect for the residents, who will then
be more likely to believe that safe decent housing is a
possibility.  Safe Havens, which avoid an institutional feel
in design and decoration and provide a more home-like
setting, will be more appealing to residents. Involving resi-
dents in decorating the facility can prepare them for mov-
ing into and decorating their own homes, as well as
empowering residents to think of the Safe Haven as their
temporary home.

Since safety is a factor influencing whether people are
willing to enter a Safe Haven, as well as one of the barri-
ers people often identify about permanent housing, the
Safe Haven must be vigilant in creating and enforcing
safety and security standards that prevent hazardous con-
ditions and prevent and contain psychiatric, medical and
other emergencies which threaten the safety of the resi-
dents.  For a more in-depth discussion of this point, please
refer to Chapter 7 -- Program Rules and Expectations.

OVERCOMING OBSTACLES

TO THE TRANSITION

In helping people to access housing, numerous ob-
stacles may need to be overcome. Service provid-
ers must be aware of possible obstacles, and the
Safe Haven’s activities must be designed to surmount
them.  Obstacles include the lack of affordable, safe
housing and housing models for people with spe-
cial needs.  A major obstacle may be a resident’s
ineligibility for entitlements due to immigration
status, diagnosis (such as a person with a primary
diagnosis of substance abuse is no longer eligible
to receive Supplemental Security Income ben-
efits), or because government assistance has been
cut or eliminated.

1. Identify affordable housing.   Some barriers
can only be overcome through the creation of
housing that is more flexible and caters to the needs
of Safe Haven residents. Several Safe Havens are
themselves helping to create more housing options.
The strategy used by Safe Haven Honolulu -- join-
ing with other providers to advocate for more hous-
ing -- has proven effective. Coalitions of providers
are more likely to be heard than an individual
agency advocating alone.  Safe Haven providers
can contribute up-to-date, firsthand knowledge of
the housing needs of homeless people with mental
illness and important gaps in the continuum of
care. This information makes Safe Haven an
invaluable and critical resource for planning
and collaboration.

 THE FIVE KEYS TO MAKING

SUCCESSFUL TRANSITIONS:

1. Identify affordable housing

2.Understand housing needs

3.Develop trust

4.Match the resident with a
housing option

5.Address psychiatric stability

Curriculum for the Center for Urban Commu-
nity Services, Transitional Living Community’s
weekly housing group includes: a presenta-
tion of one housing model per session detail-
ing level of privacy, services offered, level of
supervision, house rules, expectations of ten-
ants, etc.; the displaying of photographs of ac-
tual residences where residents could move;
tours of different housing options; preparation
for and practicing the housing interview; bud-
geting workshops to help residents plan and
save for needed furniture and other house-
hold items; and discussions with former resi-
dents who have made a successful transition
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2. Understand housing needs.  Miscommunication
between a staff member and resident over housing
needs occurs frequently.  It is common for residents
who are unfamiliar with the process of accessing per-
manent housing to refuse to consider any other op-
tion than residing in their own apartment. This kind
of statement by a resident should be explored by the
staff member to better understand its meaning.  The
staff member can ask the resident to articulate what
the type of housing he prefers symbolizes to him.
For example, a resident who wants his own apart-
ment may see this choice as evidence that he is getting
better and is no longer in need of psychiatric or sup-
portive services. Another resident might not feel com-
fortable around other people and needs private space
with a door that can be locked. By exploring the mean-
ing of the housing preference, the staff member can
determine how best to assist the resident to meet sub-
sequent housing needs.

For many Safe Haven residents, issues of freedom
are paramount in their housing preferences.  Staff
members should help these residents to find settings
that accommodates these preferences.  Again, it is
critical that staff explore exactly what “freedom”
means to each resident.  Is it freedom to come and
go as one pleases?  Is it the freedom not to have to
attend a day program?  Once staff understand the
meaning of freedom to the individual, settings that
accommodate these needs can be sought.  In some
cases, the resident may be more willing to consider
a supportive residence if he sees it as an intermedi-
ate step toward a more independent living situation.

The staff member will want to link the proposed op-
tion to the resident’s aspirations. For example, if a resi-
dent has expressed a desire to find part-time work, the
staff member might point out the advantage of living
in a residence that has vocational training and/or some
type of employment program. A preference for a hous-

ing option that requires a great deal of independence
also presents an opportunity to help the resident see
the need to improve skills. For example, if a resident
who wants to live in a particular residence has poor
hygiene and lice, she might be motivated to bathe and
delouse to gain access to the housing.

3. Develop trust.  Another frequent obstacle is a lack
of trust in the staff member or in the Safe Haven itself.
It takes time for people to share personal informa-
tion with others, and it can be a particularly lengthy
process with people who may be guarded because of
mental illness or because they have had negative ex-
periences when they have trusted service providers
in the past. It is most important that the worker and
program allow residents time to build trust and to
feel safe in the relationship.  The most effective means
of overcoming this obstacle is to make consistent, regu-
lar outreach efforts while allowing residents to con-
trol the length and content of the interactions.

It may be necessary for program staff to spend long
periods of time with some residents engaging in non-
threatening activities, such as watching television or
eating together so that they can begin to tolerate the
staff member’s presence. Staff members can also look
for opportunities to respond to the residents’ needs
for clothing, food, or physical comfort. The staff mem-
ber should always follow-up on tasks they have un-
dertaken to build the resident’s trust. Finally, staff
should also learn about the residents’ interests and
draw them into discussion around these topics.

4. Match the resident with a housing option.  Ac-
tive substance abuse can be a particularly difficult
obstacle.  Most housing providers require that appli-
cants have a period of documented abstinence before
allowing them to move into the residence.  Safe Haven
staff can address substance abuse by exploring with
the resident what he is gaining from use. People with
mental illness use substances for a variety of reasons
that include the need to medicate their psychoses
or secondary symptoms, the desire to feel normal,
and the increased ability to socialize. Having iden-
tified the adaptive functions of the drug, the staff mem-
ber can help the resident to find less destructive re-
placements.  These might include a medication change
or new socialization opportunities.

It is most important that the worker
and program allow residents time
to build trust and to feel safe in the
relationship.
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Simultaneously, staff must also elicit any negative con-
sequences the resident may be experiencing as a result
of the drug use. Again, there is a wide range of possible
consequences.  It is critical that the staff member un-
derstand the consequences that are meaningful to the
resident. For example, a resident may not like it that
she cannot access her preferred housing option be-
cause she smokes marijuana.  Another resident may
dislike being sick with a hangover every morning. Staff
should help residents to explore any negative conse-
quences in a nonjudgmental and nonconfrontational
manner, so that the residents do not feel so threatened
that they cut themselves off from the staff.

Some housing options may not require total abstinence
from alcohol and other drugs, but consequences of
use that may interfere with meeting tenancy obliga-
tions will need to be addressed. We have found two theo-
ries to be especially useful in negotiating this barrier:
Prochaska and DiClemente’s Stages of Change1 and Miller
and Rollnick’s Motivational Interviewing2 .  The first
provides a schema for assessing resident’s readiness to
change problem behavior and suggests interventions
that are effective at each stage. For example, if a resident is
unwilling even to discuss any negative consequences
of substance use, it is of little use to give them a list of
AA meetings in the area. It might be more effective to
point out that the resident has been coughing a lot or
seems tired all the time. This may raise awareness of the
negative consequences of the use and could increase
motivation for change. Miller and Rollnick provide spe-
cific tools to help motivate residents to address problems
particularly when they are ambivalent about change.

5. Address psychiatric ability.  Active psychoses in a
resident can also delay the transition. Currently, most
of the debilitating psychotic symptoms that would make
it impossible for a person to live in supportive housing
can be managed with appropriate medication. The task
is to help the resident to see a need to take medication
and then to adhere to a prescribed medication regime.

A resident who is so severely psychotic that he is in
danger of hurting himself or others may need to be
hospitalized. A hospitalization often presents an op-
portunity to stabilize a person on medication and to
possibly house them directly upon discharge. For less
psychotic residents, staff will need to rely on engage-
ment practices and form a relationship with the resi-
dent that can provide the context for discussing the
need for medication and other treatment.

In helping a resident to accept psychiatric treatment,
the staff member will need to destigmatize and nor-
malize the mental illness; have frank and ongoing dis-
cussions about the resident’s illness to heighten aware-
ness about it; explore the resident’s fears, feelings and
history of treatment; and help the resident to connect
her goals and/or other needs to obtaining psychiatric
treatment. The staff member may also act as a liaison
between the psychiatrist and resident by accompany-
ing her to the clinic, encouraging her to talk to the
psychiatrist about the benefits and side effects of the
medication, interpreting the psychiatrist’s instructions,
closely monitoring the resident’s reactions and re-
sponses to the medication, and by helping the resident
to advocate for any needed changes. The staff member
will also want to help the resident to identify any posi-
tive changes related to the medication. People do not
have to be symptom-free to live in supportive housing.
The focus should be on reducing or eliminating those
symptoms that interfere with the person’s ability to ac-
cess and maintain housing.

SUPPORT THROUGH THE TRANSITION

The successful placement of residents from the Safe
Haven to permanent housing requires that the pro-
gram provide support to residents through the transi-
tion period. Stress management groups and other strat-
egies to help residents manage anxiety about change
can be used.  Staff should also anticipate that some
residents will have fears about failing.  Staff can pro-
vide opportunities for residents to discuss these fears,
offer assistance and strategies to manage these feelings,
and help residents to develop a plan to get support
once they are in the new setting.  For many residents,
knowing they have the option to return to the Safe
Haven if the new setting does not work helps to relieve
anxiety.  Additionally, “failures” can be re-framed as learn-
ing opportunities that will help residents learn more
about their housing needs and preferences.

Residents can feel much more  se-
cure about moving if they know they
will continue to have contact with
the Safe Haven.
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Staff also need to be alert to the process of termination
and anticipate feelings, such as sadness and anger, in
the face of transition. The staff member’s task is to help
the resident talk about their grief over leaving the staff,
friends or community to which they have become at-
tached.  It is important for residents to give voice to
their fears about moving from a setting in which they
have felt safe and “at home,” to an unknown setting
where everything and everyone may be new.

Additionally, tangible supports that can be put in place
to assist a resident in the transition include touring the
new neighborhood to learn where to shop, identifying
goals that continue after moving into housing and pro-
viding follow-up support for a period after the indi-
vidual has left the Safe Haven. Residents can feel much
more secure about moving if they know they will con-
tinue to have contact with the Safe Haven.

Safe Havens have developed a variety of mechanisms
to follow up with residents who have made the transi-
tion.  Programs differ depending on available staff and
where people move. Follow-up can be an informal
process in which the former residents visit the Safe
Haven for support and help, as in the Project H.O.M.E.
Safe Haven.  In the model developed by The Howard
Center for Human Services residents are linked with
case managers from a community-based agency as soon
as they arrive at the Safe Haven. This case manager
continues to work with them after they transition. Staff
from Safe Haven Honolulu visit residents in their new
homes once they have moved and provide ongoing
case management services.

Residents will almost surely experience some anxiety
over making the transition to permanent housing.  They
may fear of losing what they have gained in the Safe
Haven and what they will encounter in a new setting.
The resident may need time and opportunity to grieve

the loss of relationships and sense of safety they have
gained in the Safe Haven. They will also need to dis-
cuss any specific fears they have of the new setting, so
that staff and peers can help to problem-solve about
how to manage them.  The continual focus on housing
as the goal of the Safe Haven will mitigate some of this
anxiety as the residents are continually reminded that
the Safe Haven is a means to an end and the focus is on
planning for the future.  Additionally, it is helpful for
residents to focus on the skills and strengths they have
developed in the Safe Haven and to identify how these
skills and strengths will assist them in managing the
transition into their new living situation.

The paradox of an effective Safe Haven is also its greatest
strength:  In creating a warm, accepting, engaging en-
vironment where residents feel respected and secure,
the Safe Haven will be creating an environment that
residents will not want to leave. Without such an envi-
ronment, however, residents cannot gain a sense that
safe, secure housing is possible. That is, they must expe-
rience it to know that it is real and that they are entitled
to it. A resident we knew once said that she would miss
everyone when she moved, but that being a part of
something there made her believe she could be part
of something again. She said she was not scared to
move, but was able to see this as a good thing. She
believed she would be an asset to her new home, and
so did we.

. . . the Safe Haven is a means to an
end and the focus is on planning for
the future.

REFERENCES:

1 Prochaska JO, DiClemente CC, Norcross JC: In Search of How People Change: Applications to Addictive Behaviors.
American Psychologist 47:1102-1114, 1992

2 Miller WR, Rollnick S: Motivational Interviewing: Preparing People to Change Addictive Behavior.  New York, The
Guilford Press, 1991



Selected References



87References

SELECTED REFERENCES

    ooks and journal articles listed herein are available from your local library or
through interlibrary loan.  Unless otherwise noted, all other materials are available
from the National Resource Center on Homelessness and Mental Illness.  For more
information, please contact the National Resource Center on Homelessness
and Mental Illness at (800) 444-7415 or E-mail at nrc@prainc.com.

Breton, M.  A drop-in program for transient women: promoting competence through
the environment.  Social Work:  29(6) 542-546, 1984.

Breton, M.  The need for mutual-aid groups in a drop-in for homeless women:  the
sistering case.  Social Work With Groups 11(4):47-61, 1989.

Coalition of Voluntary Mental Health, Mental Retardation and Alcoholism Agen-
cies.  Low Demand Residence Discussion Paper.  New York, NY:  The Coalition of
Voluntary Mental Health, Mental Retardation and Alcoholism Agencies, Inc., 1989.

Culhane, D.P.  Ending homelessness among women with severe mental illness:  a
model program from Philadelphia.  Psychosocial Rehabilitation Journal
16(1):63-76, 1992.

Federal Task Force on Homelessness and Severe Mental Illness.  Outcasts on
Main Street:  Report of the Federal Task Force on Homelessness and Severe Mental
Illnesses.  Washington, DC:  Interagency Council on the Homeless, 1992.

Lipton, F.R.  Housing homeless people with severe mental illness:  Why Safe
Havens?  Paper presented at the “Creating Safe Havens for Homeless Persons
With Severe Mental Illness” Workshop Washington, D.C., Nov. 18-19, 1993.

Lowery, M.  LAMP in L.A.’s Skid Row:  A model for community-based support
services.  In Stein, L.I. (ed.), Innovative Community Mental Health Programs.   New
Directions For Mental Health Services, 56:89-98. San Francisco, CA:  Jossey-Bass
Inc., 1992.

B



Developing and Operating Safe Havens88

Miller, W. and Rollnick, S. Motivational Interviewing: Preparing People to Change Addictive
Behavior. New York: The Guilford Press, 1991.

National Resource Center on Homelessness and Mental Illness.  Creating Safe Havens for Homeless
Persons with Severe Mental Illness: A Workshop Summary.  Washington, D.C.: Center for Mental Health
Services and U.S. Department of Housing and Urban Development, 1995.

Ranz, J.M., Horen, B.T., McFarlane, W.R., and Zito, J.M.  Creating a supportive environment using
staff psychoeducation in a supervised residence.  Hospital and Community Psychiatry
42(11):1154-1159, 1991.

Segal, S. and Baumohl, J.  News and views:  The community living room.  Social Casework 111-116, 1985.

United States House of Representatives.  H.R. 4300, Stewart B. McKinney Homeless Assistance
Amendments.  102nd Congress 2nd Session, February 1992.



Appendices



91Appendices

APPENDIX A
AREAS OF ASSESSMENT

FOR HOUSING PLACEMENT

  his assessment is adapted from documents used by the Center for Urban
Community Services in New York.

I . PSYCHIATRIC FUNCTIONING

• Current mental status:

• History of high-risk behaviors:

• Treatment attitudes and understanding of illness:

• History of hospitalizations:

• Judgment, impulse control, memory and concentration:

• History of treatment and use of psychotropic medications:

I I . MEDICAL STATUS

• Unmanaged, undiagnosed, or contagious illness:

• How independent is applicant in obtaining medical help?

• Special needs, for example, diet, medication:

• HIV status:

I I I . ACTIVITIES OF DAILY LIVING SKILLS

• Ability and motivation to improve skills:

• Hygiene, housekeeping and cleaning one’s living space:

• Shopping, cooking and maintaining a proper diet:

• Budgeting and prioritizing needs and activities:

• Household knowledge and safety:

T
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IV. COMMUNITY LIVING SKILLS

• Communicating or interacting in public:

• Accessing other systems/keeping appointments: IM, MH, SS:

• Traveling, banking, using the post office, library and other community services:

• Discriminating danger/asserting and protecting oneself:

V. MOTIVATION TO OBTAIN HOUSING

• Applicant’s current living situation:

• Feelings and fears that affect motivation:

• Attitude and behavior toward and throughout the placement process:

VI. SUBSTANCE USE/ABUSE

• Signs and symptoms of current use:

• Consequences of use:

• History of use:

• History of treatment:

• Applicant’s assessment of the impact of substance use on his/her life:

VII. ENTITLEMENT STATUS

• Current Status:

• Barriers to obtaining entitlements:

VII I. SOCIAL SKILLS AND NEEDS

• Need or desire for interaction with family, friends and partners:

• Privacy Needs:

• Level of comfort in groups, both formal and informal:

• Does the applicant’s belief system or behavior affect social functioning?

IX. HOUSING HISTORY AND PATTERNS

• Causes of homelessness:

• Long-term institutionalization (e.g., hospital, shelter):

• Unserviced housing:

• Serviced or supportive housing:

• Family or significant others:

X. APPLICANT PREFERENCES
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APPENDIX B
HOUSING PREFERENCE QUESTIONS

FOR APPLICANTS

    hese descriptors can guide discussion with applicants of special housing pref-
erences and needs when filling out the accompanying worksheet.  This list of
descriptors is adapted from documents used by the Center for Urban
Community Services in New York.

I . NUMBER OF ROOMMATES

• Would you share an apartment if you had your own room?

• Do you like having some company where you live?

• Have you lived by yourself before?

• Do you get lonely?

I I . MEALS PROVIDED/COOKING FACILITIES

• Would you prefer having your own kitchen? Shared
kitchen? Cafeteria?

• Do you like to cook? How often -- every day, three times a day?

• Do you mind cleaning up after cooking?

I I I . LAUNDRY/LINENS PROVIDED/CLEAN OWN ROOM

• Would you like to have help with some of these responsibilities?

IV. SHARED/OWN BATHROOM

• Is a shared bathroom in the hall acceptable?

• Would a bathroom shared only with one or two other
people be alright?

V. LOCATION

• Neighborhood, borough?

• What features are important (such as shopping, libraries,
transportation, well-lit areas, etc.?)

T
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VI. CURFEWS

• How do you feel about these policies?

• Does it make you feel safer to know the door is locked as night?

VII. VISITOR POLICY

• Do you want to have overnight guests?  How often?

• How do you feel abouthaving your guests screened?

• Do you like knowing that other people’s guests are screened?

VII I. PETS

• Do you currently have a pet that you wish to keep?

IX. LEVEL OF SAFETY/SECURITY

• What is important to you?

• Will you be going out a lot?

• Will you be going out on your own or with roommates or friends?

X. SOCIAL SERVICE STAFF ON SITE

• Do you like having someone to talk to or be available any time of the day or night?

• Would you like to live in a place that has no staff on site and have staff visit you instead?

XI. SOBRIETY

• How do you feel about being in a setting where people may be using drugs or alcohol?

• Is a community that strongly supports sobriety important to you?

XII. GROUPS/DAY PROGRAM

• Would you like to have access to in-house groups?

• How do you feel about mandatory attendance at groups?

• Do you like the idea of having staff sponsored activities, like trips and movies?

XIII. MONEY MANAGEMENT

• Would you like to have help safekeeping or managing your finances?

XIV. MIX OF PEOPLE IN FACILITY

• Do you prefer living with all women (or men), or younger people, etc?

• Would you like to live with different people than you do now?
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APPLICANT’S HOUSING PREFERENCES WORKSHEET

Use this worksheet to help develop your strategy for housing by clarifying goals and
acceptable options.  List relevant issues in a column under each heading.

Name: Date:

Where I am now: What I really want: What I would accept:
(ex. Share bath w/ 40 people) (ex. Private bath w/ tub) (ex. Share bath w/ 2 or 3 people)
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FOR MORE

INFORMATION

The National Resource Center on Homelessness and Mental Illness is a Center of Mental
Health Services (CMHS) Technical Assistance Center.  The Center is operated by Policy
Research Associates, Inc., under contract to the Center for Mental Health Services,
Substance Abuse and Mental Health Services Administration, U.S. Department of Health
and Human Services.

The National Resource Center on Homelessness and Mental Illness focuses on the needs
of people who are homeless and have serious mental illness.  Through targeted technical
assistance to CMHS grantees and others, the National Resource Center staff and consult-
ants link emerging knowledge to everyday practice.

For more information about homelessness and mental illness, please contact:

The National Resource Center on Homelessness and Mental Illness
Policy Research Associates, Inc.

262 Delaware Avenue
Delmar, New York  12054

E-mail:  nrc@prainc.com
Web site:  www.prainc.com/nrc

Toll-free:  (800) 444-7415
Fax:  (518) 439-7612


