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Summafz

This report, commigsinned by the Canbridge Départment
of Human Services Progréms}in March 1987; provides a
preliminary assessment nf fhe need for sﬁpportive housing in
Cambridge, elucidates somejof the connections between

supportive housing need and homelessness, and outlines

resources for the development of a more comprehensive system

of housing options for residents who need supportive
‘services.

"Supportive housing" is defined to mean any housing
option incorporating staffing or social services, and thus
includes a range of models from emergency shelter to
comnunity group homes, congregéte housing, and staffed
lodging houses. The need for supportive housing is a common
denominator for many groups of dependent persons: the
mentally ill, the retarded, alcoholics, runaway adolescents,
and others. The concept is also critical to understanding
the needs of homeless people; while some persons on the
étreet may be merely "houseless," most need more than a roof
over their heads to re-establish a stable existence.

The DHSP study included é one-night survey of homeless
persons, interviews with over eighty direct service staff
and administrators, and reView of clientvrecords in five

local service agencies, as well as collation of existing
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studies on homelessness and supportive housing negdS'in the
Boston area. | |

Conclusiéns drawn from this study inélude the
following: o |

1) Significant.unmet needs for supportive housing exist

. . ' - . &‘
in every client population surveyed. In some client groups,

such as mentally ill adults, five to ten potentially
appropriate applicants exist for every supported
residence bed.

2) A large degree of overlap exists between the

population of special-needs clients ig’need of supportive

housing and homeless persons. Members of these client

groups are at increased risk of becoming homeless in the
absence of appropriate supportive housing.

3) Re-housing homeless persons requires the creation

of new supportive housing options. In general, services to

the homeless are most effective when they sﬁpply
transitional housing, as well as walk-in emergency shelter
which supplies basic survival needs. Transitional
housing accommodates guests for periods of three months

to over a year; it can incorporate social services such

as job training, housing search assistance, benefits

counseling, and other iong—range interventions. Such

stabilization programs can help break up the "circuit" of

homeless persons travelling among Cambridge and Boston
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shelters, allowing Cambridge to take care of its own more

effectively.

4) Characteristics of residentslig Cambridge

"single room occupancy" (SRO) housing also overlap those

of the homeless population. SRO housing options are

increasingly threatened, and it is reasonable to
conjecture that the disappearance of these beds (which
Share some characteristics of supportive housing) would
create increased homelessness among a group of persons
with many social service needs and few housing

alternatives.

5) Creation of new supportive housing in thepast

ten years has been minimal, due to a number of barriers,

of which restrictive zoning and lack of public acceptance

are the most significant. Other barriers to new

development include difficulty in locating appropriate
properties and in developing capital resources.
Recommendations presented in this report include:

1) Institution of a coordinated planning process for

the development and preservation of supportive housing.
Such a planning process should reflect the regional nature
oﬁ homelessness, by including representation from Boston
and Somerville. A planning group will need to recognize

the interrelated needs of many distinct client
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}populations,and thé contributions ofva diverse set of
'institutiqnal actors, including appropriate city
‘departments, nonprofitégroups, state agencies, and local
churches, in developing a unified response to the problem

‘of homelessness. The group should have the capacity to

conduct long-range planning and systematic re-evaluation
of changing needs, as well as to react to the current
crisis by identification of specific development goals.

2) Municipal action to reduce barriers to creation of

supportive housing. Cambridge service providers have

demonstrated a remarkable collective capacity for the
development and management of supportive housing. Some
relatively éimple municipal activities could enable these
agencies to be significantly more effective in developing
housing. Such actions might include review of releyant
zoning ordinances by the City Council, assistance in
locating available properties and funding sources through
the Community Development Department, and public education
on the need for supportive housing through the Department
of Human Services.

3) Reorientation of services for the homeless toward

provision of transitional housing. While the outstanding
need for walk-in emergency shelters must be met, shelter
operators should be assisted to develop longe:—term

supportive housing options for their guests. . Other



elements of the homeleés sgrvice system--intake
procedures, case managemgnf, day shelter%——should;also be
seen as parts of a stabiii?ation process:designedito
return homeless individu%lé to their home communities.

The present report is?intended to provide a statistical
and conceptual framework for planning supportive housing
services. It underlines the size and.complexity of the -
problem, but also suggests that Cambridge has an unusually
strong complement of resources with which to develop

appropriate housing for its most vulnerable residents.

I. Background

In the winter of 1986-87, Cambridge experienced greater
demand for services to the homeless than ever before. This
increase appeared to be consistent with national trends:
some major cities‘reported a 50% increase in homelessness
over the year. Family homelessness, in particular, was
rising. The problem of homelessness, which emerged
as an urban issue in the late 1970s and assumed chronic
status in the early eighties, was clearly taking a malignant
course, unaffected by continued national, regional, or
' municipal prosperity.

By 1986, a body of information about‘the homeless had

- been developed; allowing them to be characterized:
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The homeless population has changed markedly over the
last several years. The widespread impression that
most of the homeless are chronically alcoholic, or
addicted to drugs, and prefer street life, has proven
to be inaccurate, Increasingly, the homeless
population has been found to consist of
deinstitutionalized or other mentally i1l people,
evicted tenants, laid-off workers, families, victims
of domestic violence and the elderly poor. :
- Massachusetts House Ways and Means Committee,
FY 87 budget

Based on the information gathered in local and national
research efforts, a general consensus among service

providers was being formulated, as well, about the causes of

“homelessness. 1In essence, a declining supply of affordable

housing was seen as squeezing out low and moderate income
persons, hitting hardest those whose adjustment to the
community was already marginal. Among this latter group
were persons with various disabilities, including the
mentally i1l deinstitutionalized in the 70's and 80's. While
housing shortaées énd rising housing costs threatened

tenants across the board, some specific kinds of housing
utilized by "marginal" persons, for example, single room
occupancy (SRO) hotels and lodging houses, were almost
eliminated by market forces.‘

 In such a context, a municipal response to homelessness

- clearly required more than the provision of shelter. While

homeless persons needed affordable housing, many also needed

special services to replace the community supports which had
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vfailed them;.or to helﬁ'compensate for disabilities which
might leave them vulnerable to ;epeatéd loss of housing.

‘ In many respects, circumstances iniCambridge seemed to
be consistent with this picture. A gron of social service
agehcy representatives meeting with the.Department of Human
Services in mid-March agreed that the number of homeless
persons in Cambridge was increasing, and the number of
homeless persons with serious social service needs was
apparently rising. At the same time, providers of
housing for special needs groups were experiencing
increased demand for limited services. Lodging house
beds were disappearing, and affordable housing of all
kinds was increasingly scarce. Families--many with no
obvious problems aside from inability to locate housing
within their budgets--were seeking shelter beds, or being
forced out of Cambfidge altogether.

These trends--distinct, but’apparently converging—--
required verification and analysis. Specifically, the
following questions were identified:

- Who are the homeless in Cambridge? To what extent
can generalizations based on Boston-area studies of the
zhomeless be applied to the Cambridge population?

- What are the housing and social service needs of

homeless persons in Cambridge? How are the housing needs of



-

-

ﬁhe homeless reiated fo those of other dependent groupé
served by Cambridge agenéies? |

- What kinds and nuﬁbers of -housing units need to be
de&eloped in Cambridge to rehouse the homeless, and to
provide appropriate accommodations to persons at risk of
homelessness?

II. HMethodology

This report is based on four sources of information:
interviews with local providers of supportive housing
services; review of selected client records provided by
local supportive housing facilities; review of existing
local studies of homeless or "marginally housed"
populations; and a one-night survey of persons sheltered in
Cambridge emergency facilities.

Eighty-one brief interviews were conducted. Every
provider of supportive housing services was represented by
at least one interview; in most cases, an attempt was made
to interview both the executive director of the agency and
one or more direct service staff (the intake coordinator if
that position existed). Interviews were open—-ended but
based substantially on the format used by Paul McGerigle in
his 1986 assessment of services to the homeless in Boston.
Particular emphasis was placed on obtaining the following:

.— a characterization of the client populatign and

services offered to them;



- unduplicated numbers of clients served,iand
unduplicatéd.referrals ﬁnserved due toélack of ‘beds;

- a description ;ffthe pbsition of the facility in its
service network-—e.g.; feferral sources, other simi1ar
facilities, situafions ﬁo which residents were discharged;

- staff impressions of major unmet housing needs in the
service network.

Interview data was supplemented, where possible, by a
review of intaké logs and other client records. In general,
informants appeared to be conservative in their estimates of
need. The numbers of unserved clients cited in appendix
ii are based on actual referrals except where otherwise
noted. Since these numbers reflect only expressed demand
(and in many cases demand which has been artificially
suppressed), they are likely to be substantial
underestimates of actual need. 1In some cases, existing
systems aggregate client service data on a two-city
(Cambridge-Somerville) basis; in others no formal records
are kept of unserved referrals. The numbers should,
therefore, be considered as illustrative of minimum
levels of desirable housing development, and should not
be construed as exact counts of clients in need.

The existing literature on supportive housing need is

not extensive, or well collated. A substantial fraction of
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the data concentrates on the speciai needs of homeless
persons. §Some of the priﬁcipal 1oca1%sources of data are
listed;iniAppendix iv. |

Sincé the housing needs of homeless pérsons repfesent av
critialguﬁknown, and existing materials, such as the 1983 and'
1986 UCPCVétudies, are derived from Boston shelter
information, it was decided to conduct a one-night survey
of sheltered homeless persons in Cambridge. The
assistance of Professor Russell Schutt of the University
of Massachusetts at Boston was enlisted in planning this
survey, which was carried out by an interviewing team of
five students onNApril 13, 1987.. The survey concentrated
on obtaining basic demographic information, as well as a
limited housing history and some data on available
sources of support (see appendices i and ii).
Preliminary frequency information from the survey was
incofporated into this report; more detailed analysis
will be available by May 30.

A few caveats apply to the interpretation of this

survey data. The survey was not intended to count homeless

persons in Cambridge, nor is it adequate to fully
characterize the demography or social service needs of this
population. It is very much a preliminary "snapshot" of

shelter residents.
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Overall, the data compiled here are sufficient to allow
‘some preliminary éonclusions about the types of populations
in need of supportive housing and the relative adequacy:ofg

the resources available to each.

III. The Concept of Supportive Housing

"Supportive housing" is a unifying concept which allows
the housing peeds-of several-very'dif.ferent-'groupswt:'O"-"be--w
discussed together. The term is used, in this report, to
include any form of housing which incorporates social
services or staff assistance to residents.

It is a new name for a traditional concept. There have
always been members of the community unable to manage the
tasks of independent living without help. Historically, they
received assistance in one of two settings: the extended
family and the institution. Neither setting exists today in
the form it had twenty years ago. With the decreased
capacity of the family to offer prolonged support, and the
emptying of large institutions, a range of new community-
based options has evolved--some, like group homes, foster
care, and congregate living, designed to be supportive;
others, like emergency shelters and lodging houses, more

the result of contingency than planning.
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While the kinds of supportive housing needed by
different populations vary, there are common factérs. To
a greater or lesser extent, most models incorporate:

- a mechanism for grouping residents by cétegory-
of disabiiity, so that facilitites are specialized,
often as part of a state-level service system;

- staff support, supervision and protection;

- the use of educational, socialization, or
therapeutic programs to move clients toward their
highest potential level of independent functioning;

- an attempt to integrate the client as much as
possible into the life of the community.

Variables which distinguish one type of supportive
housing from>another_include:

- physical structure, including facility size, and
balance between private and common space;

- intensity of staffing;

- degree to which participation in treatment or
habilitation progress is required;

- length of stay--which is usually related to the
goals of the program and the degree of independence
clients are expected to achieve;

- referral mechanisms and specificity of entrance

requirements.
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These variasles are loosely associaked; so that the
following progressibn can be seen:from highly structured
programs to virtﬁaliy complete inaependencé:

- group homes ér halfwéy houses, which ordinarily

accommodate 6—10 persons, involve shéred space and

household tasks, ére heavily staffed, and have specific

" treatment or habilitative goals;
- supervised apartments, small programs which may
have less staff supervision, and which may be a kind of

‘graduate' program for group home members;

- congregételliving, staffed grbup residences

which may be fairly large (6-25 residents),
incorporating spare bedrooms and some common space, but
frequently with less-intense programming than a group
home, and longer-range residency;

- staffed lodging houses, which may be
indistinguishable from traditional SRO housing, aside
from the presence of some level of staff support;

- emergency shelter, characteristically a walk-

in program for homeless persons which provides a bed
and basic necessities for a short stay, usually not
exceeding 3 days or a week;

| - transitional housing,'longer—term housing-for ,

homeless persons with structured social service

13



interventions aimed at "re—settlin@" the client in a

stable situation;

- independent living with supﬁo;ts, an ordinafy
apartﬁené with supervision and the availability of
speciﬁic‘services, but no on-premises staff.

Several specific population groups are éurrently seen
as in particular need of supported housing:

- adolescents who have run away, have been abused, or

who are estranged from their families for other
reasons, and who are not appropriate for individual
foster placement;

- alcoholics and drug abusers who have graduated

from detoxification programs and are attempting to move
back to independent 1living;

- mentally ill persons, either former inpatients

or community residents, who need a structured
situation;

- mentally retarded persons, who are capable of

living outside institutions with some level of
support, varying from intense support for the most
handicapped, who may never be independent, to
temporarg habilitation, for those who may evéntually
maintain themselves;

- ex-offenders after release from prison, who need

re-acclimation to the ‘outside’:

14
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- battered women who need a safe place to
reconstitute their lives after leaving an abusivev

situation;

- homeless individuals, who may fall into one or
several of the above categories; and

- homeless families.

15
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IV. Specific Populations: Characteristics, Resources'and
Unmet Needs ‘ -

In the following sections, the special housing néed; of
seven distinct population groups;are discussed: The mentélly
ill, retarded persons, alcoholics and substance abusefs,ithe
elderly, baﬁtered women, ex—offenders; and adolescents. The
needs of two other groups, defined by their current
residence, are also discussed: homeless persons and
residents of SRO-type lodging.

In each section information‘is provided on the
incidence and "natural history" of the problem, a
deScription of the specific housing and support needs
~implied, the supportive housing resources available in
Cambridge, and the best current estimate(s) of ummet need
for housing. Also noted are current initiatives in the
development of housing, and barriers to housing development
in the past.

A. Mentally Ill Persons

Major mental illness is not uncommon, affecting one out
of every‘75 adult Americans. The Cambridge and Somerville
Mental Health and Retardation Center (CSMHRC) estimates that
theré are 800 chronically mentally ill persons living in°
Cambridge, most of whom would benefit from some level ofA

community-based support services.
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beinstitutionalization has meant that more mentally ill
individuals;are living in community settings than at any
other point in the century. The state Department of Mental
Health has,;since the beginning of the brocess,-recognized
the need for a high level of support serviées, including
residential services, to maintain these individuals in the
community. DMH funds supportive houéing in ten categories,” -
including group homes, staffed apartments, congregate
housing, foster care, and "independent living with support
services." However, the creation of services has never kept
pace with need.

The Department of Mental Health conducted a statewide _ :
survey of its clients in August 1985. 1In the Cambridge/
Somerville area 510 DMH clients were identified, in a range
of situations including jails, shelters, nursing homes,
and acute-care hospitals. Based on information from local
mental health providers, DMH estimated that housing these
clients appropriately would require the creation of 24 group
homes, 5 supervised apartments and ten congregate-living or
staffed lodging house projects.

For example, the Cambridge unit at Metropolitan State
”Hospital has had an average census of 140 over the past
uyear, up frém 103 five years ago. The census increase is,
in partf relaﬁed to the lack of housing for these patients.

Whereas five years ago patients were frequently admitted

17



from extended family situations or boarding houses, now the
average admfssion is fromvanéindependent apartment which
will usually be lost during hospitalization. In
consequence, 86-90% of hospiﬁalized ﬁatients have no home.
Staff have estimated that about 50% of patients could
utilize a rooming-house type of residence, with some
supportive services; an approximately equal number would be
appropriate for a group home, while a small fraction--2 to
5%-=are expected to resist any structured placement. At
present 25 to 30% of patients in the Cambridge
ward are there solely because there is no appropriate
situation to which they can be discharged.

While the CSMHRC is in the process of deVelopihg an
expanded case management system, currently it is quite
difficult for the hospital to keep track of patients after

discharge. Ambulatory Community Services (ACS) tracks 27

Cambridge post-discharge clients, ACS staff suggest that

about 50% of their caseload is in need of group care, while
an additional 40% could function in an apartment or lodging
house with supportive services attached. Currently most are
in individual apartments with limited support, or-at the
state hospital.

Maﬁy of the DMH clients lost to foilow—up are living in

shelters or in SRO-type lodgings. As noted by Carol

18
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Johnson, DMH Coordinator of Homeless Services, "...formerly
institutionalized mental patieﬁté were placed in SRO's
without cése management follow%ué during the first wave of?
deinstitufionalization of 1965;75.‘ During the second wave:
of deinstitutionalization (1975—&0) the housing crisis was
already so severe that many patients were discharged to
shelters, then~an'acceptable'addre55vfor~DMH discharge."
While shelter placement is no longer DMH policy, a large
number of former patients nevertheless are found in
shelters.

Staff in Cambridge shelters have estimated that
30 to 60% of guests have psychiatric illness severe enough
to impair functioning; these reports are in general
agreement with more controlled studies in Boston which
diagnosed 25 to 40% of shelter guests and 35% of individuals
on the street as suffering from major mental illness
(Schutt, 1986). Recently, DMH, in collaboration with the
Cémbridge Department of Human Services, funded a mental
health outreach worker to assess.and treat mental health
‘issues among shelter guests. This workér's preliminary
estimate is that 30% of shelter gﬁests in Cambridge have
‘some diagnosable mental disease; éf these, perhaps half
would be appropriate for group home placement.

The high number of mentally ill peréons in SRO housing;is

also well documented. A 1985 study of independent lodging
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houses conducted for thé Department of Human Serwices
suggested that 10-20% of fesidents had psychiatrih
histories; the largest SRO providers in Cambridgei the YMCA
and YWCA, estimate that 20% and 30% of residentsf
respectively, have some mental health problems. Staff
estimate that a total of 78 persons in bbth programs need a
more structured program, such as a group home, while 108
could maintain themselves more adequately if additional
staff support were available in their current situation.

Supportive housing for mentally ill persons is provided
'in Cambridge by teh‘Cambridge and Somerville Cooperative
Apartment Program, Inc. (CASCAP), a part of the CSMHRC
network, and by Wellmet, Inc., which services private
patiénts.

CASCAP is funded by DMH and receives referrals through
the CSMHRC sy;tem. Currently, the agency operates two
community residences, one-of which is located in Cambridge.
Both residences house tenvclients and provide 1:1 staffing
on a twenty-four-hour basis. A new residence, planned for 8
beds, is expected to open in Cambridge during 1988. The
existing Cambridge residence serves Cambridge cliéhts almost
exclusively, and gives preference to persons being released

from Met State, Average length of stay is over three years.

20
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CASCAP also operates an expanding number of staffed
apa?tments in the community; 22 now exist, and 17 are
projected fqr the next three years. About 7 of these
apartments are sited in Cambridge, in CHA buildings. Thej
hodse "graduates" of the group homes and others who need a
lower level of supervision. Through its subsidiary, OECHO i

(Organization for Elder Cooperative Housing Opetions),
CASCAP also runs a l0O-bed group residence for elderl&
women, most of whom have some mental health history.

In.additisn, CASCAP manages 9. rooms at the YMCA and
6 rooms at the YWCA which are reserved for persons with
chronic mental illness.

CASCAP maintains a limited "active" waiting list,
‘amounting to 30-40 persons for its combined programs;
however, over 350 persons are listed in the "inactive" file,
representing a more accurate picture of demand for this
service.

The "Y" program beds are funded through a cbmbination
pf Chapter 707 subsidies, through EOCD, and a DMH service
contract which provides case management. Currently the beds
~are utilized mostly for referrals from Met Stats.~ Over its
one and a half years of operation, teh program has served
cliénts who are less impaired than those seen in the
apartment br_residence programs. A 1:8 staff ratio is

'maintained, and although'staff are not on the premises, they
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are a&ailable by "beeper." Clients usually work during the
daf, gnd many»have éontinuing psychiatric therapy. jSome
clients have moved on to independent housing, although this
is not .a major program goal.

Wellmet, Inc., is a private organization which receives
no public funding. It serves adults with chronic mental
illness, including referrals ffoﬁ private hospitals and other
individuals not in the state hospital system; Wellmet runs
two residences in Cambridge with a total of 24 beds; the
program lasts 6 months to three years, and turnover is slow,
amounﬁing to about 10 beds per yeér. In general, the
pfogram is less structured than its publicly-funded
counterparts. Since it is a private-pay operation, it is
characteristically utilized by persons who have enough
family support to manage rates of $450 to $800 per month.
Wellmet receives 100 to 150 applicétions per year; of which
it places 15 individuals on a short-term waiting list..

Need for expansion of residential resources has been
clearly identified by both operators. Wellmet, which is not
presently seeking public funds, finds capitalization a major
barrier to the establishment of new facilities. For CASCAP,
locating funds for acquisition of and opefation of new
facilities has not been problematic; the agency has

energetically explored a number of state.and federal
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sources, and has enjgyed a high level qf success in
:competition funding brgcesses, due in part to a successful
,:parfnership with the%Cémbridge Housing Authorityﬁ .However,'
Edifficulty in the locaéion of appropriate properﬁieé whose
‘zoning permits usé as a residence, and the managemeht of
community opposition.to residence programs has made
expansion of this type of housing problematic; the projected
‘Aberdeen Avenue residence is the first to be approved in ten
years, and took approximately seven years to date to
develop. Set-aside of units in CHA properties has, however,
allowed the apartment program to expand, and prospects seem

favorable for the extension of the "Y" program as well.

B. Alcoholics/Substance Abusers

The Department of Public Health Division of Alcohol and
Substance Abuse uses the following epidemiological estimates
in determining regional needs for service: about 5% of the
population is alcoholic; of all alcoholics, about 20% seek
treatment; for 1.6% the treatment of choice includes
. residence in a halfway house. These estimates yield a total
alcoholic population in Cambridge of about 5,000, with 80
persons in need of community residence services. -

‘In substance abuse treatment, the first step is
detoxification--the resblution of physical addiction. Since
‘withdrawaldfrom alcohol or other drugs can be life-

threatening,” this is carried out in an inpatient medical
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setting. Detoxification may be fOllbwgd by referral to a
hospital inpatiént residental treatmént program or to a
community halfway house. Halfway hoﬁsé programs usually
have a maxiﬁum étay of about six months. Residents may
participate in therapy groups and inditidual counseling, and
ordinarily work outside the house during the day.

In Cambridge, CASPAR (Cambridge and Somerville Program
for Alcohol Rehabilitation) is the publicly-funded lead
agency. CASPAR operates a 20-bed detox program, 48 beds in
mens' halfway houses, 20 beds in a women's halfway house; a
15-bed "étaduate house" and a 55-bed emergency shelter fqr
actively drinking alcoholics as well as outpatient programs
of various kinds.  The shelter, the women's house, and one
men's house are in Cambridge. Private facilities in the
area include a 15-bed detox at Central Hospital in
Somerville and outpatient programs at Mt. Auburn.Hospital.

A concrete estimate of local need can be derived from
CASPAR's referral figures. The emergency service center is
usually stretched to accommodate 60 to 70 persons nightly:
the detox facility turns about 10 persons away each day; the
halfway houses have 20 men and 20 women on short—term

waiting lists; currently 8 persons are waiting for places in

the graduate house.
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The need for residential treatment facilitieé does not
end here. Needs have alsoibeen identified for the following
specialized resources: |

- an adolescent halfway house;

- programs for pregnaﬁt women;

- a program for alcoholic elders;

- additional “holding' beds betwleen'detox'and~ha1'fway-w

house placement;

- SRO-type housing with supportive services;

- brograms for individuals with poly-drug addiction.

Over the past year the Department of Public Health has
consolidated administrative services for drug and alcohol
abuse, and is encouraging greater emphasis on ‘poly-drug
addiction,' since an increasing number of new clients have
more than one dependency.

Cambridge has one drug treatment facility, the North
Charles Institute for the Addictions, which provides
outpatient treatment. For inpatient treatment, clients must
go to Boston or more distant siﬁes, and the need for some
local inpatient beds is recognized.

The relation of substance abuse to homelessness is a
reciprocal one. Alcohol is a dramatic and almost ubiquitous
feature of street iife,.a major factor in physical illness
and a barrier to rehousing many homeless persons.

Drug abuse of other kinds, although not as readily
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'fidentified, is also feit to be significantly present in
’homeless popul%tions. _Shelter providers in Cambridge
‘estimate that 30-60% of guests in "dry" shelters have some
‘problem with aicohol, é figure that agrees well with more
clinical Boston studies. Conversely, DPH estimates thaf
statewide 26.6% of persons in detox programs and 18% of
residents in halfway houses have no permanent address to
which they‘can return. Of 1,950 (duplicated) admissions to
the CASPAR detox facility in 1986, 85% were from the
emergency service center; of 1,372 (duplicated) discharges,
3% were to halfway houses, 2% to short-term rehab programs,
5% to "holding" beds at CASPAR, 17% to home, family or
friends, and 73% to the street.

CASPAR has sought to expand its programs to respond to
emergency needs, but has met barriers invzoning and
neighborhood opposition; funding for construction and
operation has not been a ﬁroblem. For example, 6 of 8
administrative areas statewide have adolescent treatment
programs; Cambridge does not, despite a well-documented

need, due to the difficulty in siting such a facility.

C. Mentally retarded persons

Since mental retardation is a lifelong condition, and

the incidence of‘retardation is quite constant at 2 per
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100 persons, the needs of this population areAnoF subject
to great fluctuétioné

In Cémbridge; m;ntally retarded persons éré;served by the‘
Walnut Street Cenﬁer; a branch of the Cambridée énd
Somerville Mental%Health and Retardation Center.: Walnut
Street, in turn, operates housing programs under the aegis
of a separate nonprofit subsidiary, CARE, Inc. The Walnut
Street Center houses 76 clients in the Cambridge and
‘Somerville area, of which 19 live in Cambridge at one of
three group apartments.

Currently the Department of Mental Health funds six
categories of residence programs, from "intensively staffed
apartments," which have 2.5 staff members for each 4
residents, to "co-op apartments," in which staff are
available on-call, but not on the premises. Small projects
(4-6 residents each) are the rule; in Cambridge, there are
two apartments integrated into public housing and one free-
standing model residence. After a period of training and
habilitation, most clients continue to need some level of
support services. Few clients move out; the 1-2 vacancies
per year in Walnut Sﬁreet's programs are largely
attributable to deaths.

Referrals to reéidential programs in the area are
consﬁant at 1-2 per week. Very limited waiting lists are

maintained; the Housing Office of DMH has identified 11
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clients in‘the area who are in need,:and remain unserved;
approximately 10 new names are expecéed to be added to this
list in the hext year, as ‘766" studénts turn twenty-two.
Since most referrals from the community are from clients
currently living with family, a 1argé number can be
deferred. Walnut Street's currenﬁ goal is to add 4-6 beds
to -the residental programs annually; this is seen as
sufficient to keep supply in line with demands.

However, one indication of suppressed demand is the
status of the Center's respite care homé (in Somerville).
Established in 1983 to take clients for short stays, its 5
beds are now continuously full--occupied by clients who have
nowhere else to go. Walnut Street isbseeking funding for
four more respite beds.

One other pressing need seen in the area is for
specialized residences for clients with severe behavioral
problems or concomitant medical conditions serious enough to
need nursing supervision.

Mentally retarded persons seldom "slip through the
cracks"; or at least, according to local service providers,
they can be identified readily when ﬁhey do. This
assumption is generally supported by .other providers.

_The 1983 UCPC study of homeless persons'in Boston suggested

. that 1.7% of shelter residents were significantly retarded,
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and one or two persons with,possible.retardation have been.

identified as shelter guests iﬁ Cambridge.

D. Adélescents

Iﬁ the past three years ié has become apparent that:
several groups of adolescents need some form of supportive
housing. These needs have emerged recently enough that
services to.meet them are still evolving. This process is
complicated by the fact that of the three major state systems
serving adolescents--the Department of Social Services, the
Department of Youth Services and the Department'of Mental
“Health--none has the provision of housing as a primary
mandate. Four principal groups of adolescents need
supportive housing:

1) Adolescents who have run away from or been forced

out of their parental home need emergency shelter. 1In the

Cambridge area, this kind of shelter is provided by
Shortstop, Inc., located in Somerville. Shortstop has been
iicensed by the Office for Children and DSS since 1983; it
provides seven beds for DSS Region IV (which includes
Somerville and Cambridge) and 1 bed for Region III. About
90% of referrals are from DSS.: Clients can stay for a
maximum of 30 days, with a twoiweek extension if ordered by
a court. The pbpulation seen is changing; whereas most used
to be ruﬁaways on their way home, the majority are now

involved with institutional systems--DYS, DSS, DMH--and are
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unablé.to retufn home; they need permanent housing. Séme
idea of the demand for adolescent shelter may be formed by
noting that Shortshop receives over 125 referrals per month
from a region extending to mid-state.

2) Adolescents 13 through 17 years of age need group

residences oriented to a variety of problems. These young
people are unable to live at home--whether on account of
abuse, rejection by parents, the intensity of emqtional
problems—--but they are not ready to live aione. They are
characteristically involved with DYS, DSS or DMH. 1In
Cambridge two residence programs, Hastings House and Castle
School, serve this population, concentrating on émotionally
disturbed youth. Hastings House is somewhat more a "halfway
house" in nature, with some ADL groups but no formal
counseling; it accommodates 12 young people for 6 to 12
months each. Many are referred frqm Shortstop or similar
shelters in Boston. About 2-5 referrals per month are
received from all over Massachusetts; about 20% are from

- Cambridge. Fifty to sixty pecent of "graduates" need to find
independent living quarters where they can receive follow-
up; in the lbcal housing market, this is extremelj
vdifficult. A significant number are still too young or too
needy to live alone, and'need congregate or cooperative

housing which does not exist locally.
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Caétle Séhool has more extended thefapeutic goals. The
facultf takes 10 youth for 1 1/2 to 2 years, and receives
about 20 referrals per month, from all areas of the state.
Again,;graduates need independent living quarters or
congreéate housing.

(Another similar facilitf, Charles River Academy, closed
in 1986. The building and its associéted operating
licence will apparently be lost for use as a community
residence; other groups in'Cambridge which were offered the
property have been unabie to raiée the market price.)

: DMH has no residential program contractors in
Cambridge, although it does sponsor group homes in the
catchment area which includes Cambridge. Currently, DMH
identifies 9 homeless adolescents needing emergency shelter
and 10-15 mentaliy ill adolescents in need of group care in

teh Somerville-Cambridge area.

3) Adolescents in age-based entitlement programs face

a lack of qptioné when they turn 18 and are no longer
categorically eligible for service. (For some, services are
extended to age 22). They may need either group homes or
supervised apartments. These resources do'ndt exist in
Cambridge. (There is a group home in Brighton operated by
Bridge bver Troubled Waters, and a 20-bed supervised
apaftment projeétkin Jamaipa Plain operated by Volunteérs of

" America). Older adolescents who have not been involved with

31



one of ﬁhese systems but come to the attention of
authoritieé when they are 17 or 18 afe in a very simflar

predicament.

4) Finally, adolescents in particular kinds of

difficulty sometimes need specialized supportive housing.

An apartment program for 4 parenting teens 16-17 years old,
operated by Catholic Charities, receives over 60 referrals
per month; alcohol and drug-abusing adolescents need
separate residential treatment fécilities as noted earlier.

There are some geographic anomalies in youth programs.
Since these programs are highly specialized--age groups and
types of need can't be mixed effectively--they need to draw
from a wide population base. They are also very scarce
programs. Consequently, referrals come from a wide area; and
frequently it is in the best interest of the young person to
house him orlher at some distance from family and old
associations. While state policy favors placement within
the "area of meaningful ties," these factors mean that out-
of-city fesidents are sheltered in Cambridge, while local
youngvpeople are hosted by other communities.

E. Other Client Populations

There are a number of other groups in the population in

need of supported housing. Elderly persons, for example: as

individuals age and become less capable physically, various
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in-home services in apartmént or congregate settingsAcan be
highly effective mechanism; for maintainihg them in'the
co@munity. Elders are Cur%ently by far the largest;
consumers of supportive:hoﬁsing in Cambridgé, if one
includes the 900-odd inaividuals receiving services.

in their own homes or in public housing, and it is
noteworthy that many models of congrégate care now being
promoted for other impaired groups were first developed for
older people. However, elders are excluded from this survey

because in Massachusetts their needs are the focus of an

extensive supportive service network, and because the

problems facing providers in delivering services to elders
differ radically from those faced by advocates for other
groups.

Battered women are a significant group in need of

supported housing. Their first need is for a safe blace to
stay; frequently they need to access shelter‘on an emergency
basis, and often they will neéd to bring children with them.
Cambridge has one shelter for battered women,

Transition House, which can accommodate 7 families: 7 women
and 8-10 children. Transition House serves 300 women per
year. Of these guests, 25% move on to other shelters, 25%
find housing of their own;‘S% are lost to follow-up, ‘and 5%

either move to other temporary quarters or go "home." Some

need only to find affordable housing, but for many the ideal
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situation would be a 1-2 year transitional setting offefing
safe shelter but also assistance with parenting, job .
training and help with services, income, support around
security issues and counseling around incest, abuse, and
other major barriers to reestablishing a stabie family life.
Since battered women, for their own safety, need to be
housed at some'distance from their abuser, residents at
- Transition House are not from_Cambridge; shelters in other
areas accommodate Cambridge women.

Ex-offenders are universally recognized as one of the

most difficult populationslto house in the community. At a
given time, about 200 Cambridge residents are in state or
federal correctional institutions; according to Mark
Corrigan, Director of the Institute for Sentencing
Alternatives, approximately 30% of these prisoners would
benefit from some period in a community halfway house upon
release. Acdording to the Director of Planning for
Department of Corrections parole programs, Ed Dolan, some
prisoners eligible for parole need halfway house placements
to learn or re—learh life skills in a structured living
environment. For offenders who fit this category, the lack

‘of community-based progfams means a longer prison stay. In

fact the Massachusetts Department of Corrections operates
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relatively.few éx-offender programs, due toibudget
constrainﬁs and the difficulty involved in siting them.
Needs for supportive housing are fluid. Populations
deehed inineed of supportive housing arise in response to
large-scaie social and economic processes, and their
numbers change with time. It can be expected that groups
- currently unrepresented in this outlihe--people with AIDS,
perhaps, for one--will be identified in the future.

V. Lodging House and SRO Residents

Lodging houses and other SRO accommodations are not
formally structured as supportive housing, and residents in
lodging houses are not necessarily impaired or in need of
social services. However, 1odging‘houses have some features
whichlmake them attractive to individuals whose ability to
maintain themselves in private housing is marginal. Their
physical structure provides privacy, but also offers the
company of other people--without pressure to associate.
Some level of supervision and assistance may be provided by
the operator, and domestic chores are kept to a minimum.
Above all, SRO's are still one of the cheapest forms of’
lodging, averaging $50-85 per week.

According to the 1985 licensed lodging house list
(preparedvby the Licensing Department, City of Cambridge)
there were 1,144 lodging house rooms in Cambridge. By
1987 that total had decréaséd‘t0‘1,068. Of the remaining -
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rooms, 278 are in fraternities, 98 are not cﬁrpéntly
licehsed, 83 areihétel rooms, and 28 are she}tér or
community residehcé beds. :

These beds feﬁresent 22 lodging houses,écompared
to approximateur3od in the mid-fifties. Every{year since

1960 has seen a decline in beds. This loss of SRO and

lodging house stock is being seen in urban areas nationwide:—-

In New York City, for example, the decline was seen as such
a crisis that a conversion moratorium was enacted for SROs
in 1973. |

Of the remaining operators of independent lodging
houses, a recent study by the Department of Human Services
suggests that 45% are planning to leave the business within
10 years. Reasons cited are uneconoﬁical operation,
difficulty with city regulations, and difficulty in
obtaining loans for repair. About 20% of operators also
cited problems with alcoholic or mentally ill residents.
Interestingly, the most common reason for staying in
business was "helping people." As one operator said,
"These men have no place else to go and I'm the only
family they've got.f |

Management problems caused by residents wi£h major
social servﬁée needs are felt even more acutely by the
laréest operators of SRO-type beds, the Cambfidge YMCA
and YWCA. The YMCA staff, for example, estimates that
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of 147 residents, 20% are appropriate for the YMCA with é
services.- which currentlyfexist; 40% would be appropriate
if mére supportive services éould be provided on the |
premises; 25-30% would doibetter in a more structured
environment, and 2-5% might be appropriate for immediate'
hospitalization. Alcohol and mental illness were seen as
affecting 40% and 35% of residents, réspectively.v

Simiiarly, the YWCA recently conducted a resident
survey which ihdicated that 30% of residents had significant
mental health probiems, 25% abused alcohol, and 40% had
social service needs of other kinds--including help with
employment, budgeting, and obtaining benefits. |

For these residents, there are few alterhatives.
Yet the "Y" operators, not established to offer "supportive
housing" in any formal sense, find their resources over-
taxed in meeting even the minimal service and supervision
needs of residents. Nationally, YMCA's and YWCA's have
been leaving the residence business; a few facilities,
such as the Kansas City, Kansas YWCA and the Vanderbilt
YMCA in New York, have consciously transformed their
programs into permanent or transitional housing for

individuals with significant 'social service needs.
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VI. Homeless Persons

A. Characteristics of the Homeless Population in Cambridge

Individuals

The available data indicate thét homeless fémilies and
individuals in Cambridge are similar, demographically, and
in terms of service needs, to their more intensively-studied
counterparts in Boston. 1In both cities, family homelessness
seems to be.a distinct phenomenon, with a different

etiology, and different associated needs and resources.

Characteristics of Homeless Families
Family homelessness is increasing statewide: in the

'Executive Office of Human Services' 1985 Report on

Homelessness, it was noted that almost "75% of the in;idence
of homelessness now occurs as family units; the number of
homeless'families identified is increasing in every area."
Informatiog gathered from DSS and local shelter
providers indicates that homeless families in Cambridge
share a éluster of characteristics with other homeless
families across the‘state.
Perhaps the dominant characteristic of homeless
families is their struggle to maintain local ties and support
systems. 1In their efforts to preserve as much normality in

life as possible--to keep children in school, for example--

families will "double up" or "triple up" with friends or
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relatives, soﬁetimes'cyciing among séver;l local éontacts for
short stays. As a result, one: hundred percent of homeless
families seeniby Cambridge ageﬁcies were originally housed

in Cambridge:;faﬁilies tend not to move out of their home
community unless they have no bther opﬁion.

In general, families also "do everything they can to
avoid going to a shelter," according to a local service
provider, and local welfare offices encourage these efforts.
One effect of this close tie to local communities is that
family homelessness is largely a hidden problem, submerged
in -an unknown amount of overcrowding.

Economic factors represent the overwhelming reasons .
behind family homelessness. Homeless families are
predominantly young mothers with one or two young children,
a demographic characterization supported by Ellen Bassuk's
1986 study, as well as by data from DSS, DPW and local
service providers. These young families typically have very
limited economic resources; UCPC's 1983 survey suggested that
a minimum of 72% were dependent solely on AFDC payments,
while some studies cite higher figures.

‘According to Mitchell and Bernstein, 1986, a study of
61 homeless families in all areas of the state indicated
that'"immediately preceding their homelessness [housing]
costs consumed fully 87% of their average monthly income."

Given that the median AFCD benefit in Cambridge is $450 per
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‘month, and thaﬁ the Sectién 8 "fair maiket’rent".fér'an
?unheated one-bedroom apar;ment in»Cambridgé is $487, this
ifinding clearly has great:local relevance.f The expectable
éconsequence of this rental burden is that fthe acute
;precipitant [of homelessness] for the largest percentage of
families was the legal loss of real estate" (Ellen
Gallagher, 1986). This finding is aléo borne out by the
experience of Cambridge service providers.

One other significant characteristic of homeless
families is their relative freedom from the debilitating
problems--alcoholism, psychiatric illness--which can make
rehousing homeless individuals so difficult. While a mumber
of resarchers (Bassuk, Gallagher et al) have identified a
sub-group of "multi-problem families" with significant,
-long-standing social service needs, it appeérs that only
about 13% of homeless families can be considered
"chronically" homeless as a result. However, as a family
remains homeless, its resources are eroded and its weaknesses
exacerbated. Children, in particular, suffer "critical
social emotional and intellectual needs which remain
unaddressed. They manifest developmental delays, poor
échool performance and severe anxiety and depression"
(Gallagher, 1986). Over a period measured in months,

"families become much harder to resettle; their financial
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and sociai-assets are depleted," according tq a . shelter
operator. A not—infrequent result of homelessness is the
breakup of families, i.e;, the separation of coéples and the
removal of children documented by'Paul McGeriglé_in 1983.

Two Cambridge case studies suggest how faéilies with
~deep roots in the community can be displaced,'iﬁ effect
transformed into urban nomads:

Mrs. R. is a thirty-five year old mother of two. Her
children, age; 10 and 16, have gone to Cambridge public
schools since kindergarten, and one of her biggest concerns
is making sure that they finish school in Cambridge. They
are both in class every day, although this entails leaving
their motel in Lynn at five o'clock each morning. Mrs. R.
and her children have been homeless since October 1986, when
her husband left their Cambridge apartment. Without his
support she could not continue the lease.’ The family stayed
at a Cambridge shelter until granted Emergency Assistance,
and subsequently alternated betweeen the houses of relativee
and spells in DPW-funded motels in Brockton, Lynn and the
North Shore. Mrs; R. has a Chapter 707 certificate which
will pay up to $640 per month for an apartment, but she and
"the housing search staff wquing with hef have nbt yet found
an aﬁpropriate place.»A

Mrs. C;'is a twenty-year-old black woman, mother of two

small children, who has been homeless since September. Mrs.
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.C's famiiy has lived in Cambridge for three génerations; her
mother, well-known as a leader in community volunteer work,
died last year. When Mrs. C.'s family becéme homeless, she
and her children were housed in a series of area shelters

and DPW-funded motels. Now Mrs. C. is staying in a DHSP-
funded transitional room at the YWCA. She works and attends
a local community college; under a DSS plan, her
grandmother-in-law céres for the children while Mrs. C. saves

her wages toward a security deposit for an apartment.

2. Individuals

Homeless individuals in Cambridge, according to the
one-night census conducted in April, are overwhelmingly
white men (12% are female: 11% are black, and 4% of other
raceé). They are single (43%) or divorced (52%). About 76%
have family in the Boston area, but nevertheless their
social resources are slim; only 8% were able to stay with a
relative of friend over the past two months. Half received
some kind of government beﬁefits, and 22% worked, either
full or part time, about 15% had no source of inome. Over
half of the respondents were veterans.

Based on the limited information available, éome
distinctions can be made between subsets of this population.
. One of thé most apparent is the difference between CASPAR

Emergency Service Center grants and residents in other
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sheltérs} consisteﬁt with the ESC's specific focus on stfeet
alcoholics. The ESC re%tricts itself to serving residents of
CASPAﬁ's’catchment areé, and consequently 75% of guests cite
a‘lasé permanent address in Cambridge, compared to 10% of
other shelter guests. >CASPAR guests are significantly
older, with a average age of 52, than are other shelter
residents, for whom the average agé is 35;} They are a much
more chronic population; 90% have been homeless for more
than a year, and 42% for more than seven years. Of non-
CASPAR guests, fully 62% were homeless less than a year, and
213 1ess than one month.

Among non-CASPAR guests, a distinction can be made

" between a group appaently on its way to chronicity--with a
year or more of hohelessness, more numerous problems with
mental health and alcohol, and fewer apparent sources of

social and financial support--and a group whose homelessness

was of short duration, who tended to be working full or part

time and utilizing some social suppqrts. About 30% of the

sameple fell into the 'semi-chronic' category; the
'temporary' homeless were clearly identified by shelter
sﬁaff as "good risks," and seemed to be about 20% of the

. total. The remainder of respondents did not fit clearly

into-either category.
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Alcohol abuse and psychlatrlc illness ere prevalent.
Out51de of the ESC, where all cllents can be assumed to be
actively drinking alcohollcs, 23% were self—1dent1f1ed as
having a "problem with drinking"; shelter staff surveyed
suggested that 30 to 60% of guests had such a problem
Twenty-one percent of persons surveyed identified themselves
as having had "treatment for a mental or nervous problen";
shelter operators and DMH workers estimated that 30 to 40%
might be a more reflective figure, based on clinical
observation and on client'tracking through ACS and other
elements of CSMHRC. Drug abuse was suspected in individual
cases by four out of five shelter operators, but no more
precise information was available. |

Other issues which shelter staff observed as
significant, but which were not included in the survey,
included problems with the law (anecdotally, it was
recognized that perhaps ten percent of shelter guests had
been in jail) and domestic Violencg (again anecdotal
evidence and brief survey of cases indicating an incidence
around 10-20%).

Patterns of shelter, use indicated that homeless
individuals form a highly mobile group. Although some
shelters exert themselves to provide longer lengths of stay,
the average is jusb over one week. There is a continua1'

rotation of clients émong_shelters in Cambridge and Boston,
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with 87% of ‘all non-CASPAR clients haQing stayed recently at
more than one.. According to reviewgrécords at three
shelters, some150 to 60% of clients?h%d recently spent t%me
in Boston shelﬁer locations. Many guésts have also used
other shelter expedients: friends and family, "the airport,"”
"a &ar," hotels or motels.

A Despite their mobility, shelter residehts are a group
which is, on the whole, féirly well known to shelter
providers. 1In the tﬁo months for which intake récords were
reviewed, no shelter saw more than 15% "new arrivals," most
guests were either regulars at a given shelter or were known
from previous stays.

Among non-CASPAR guests, the location of the last
permanent address was in the Boston area for 51% of the
respondents; 10%<cited residence in Cambridge proper; 18%
are apparently from other cities and towns in
Massachusetts, while 26% are originally from out of state.
Paul McGerigle reported for UCPC in 1985 thaf 7% of guests
in Boston-area shelters were from Cambridge. In the UCPC
study, "greater Boston" included several Cambridge shelters;
6 of 339 persons surveyed in shelters iocated in Boston
identified Cambridge as last permanentéaddress. He ‘and other
researchers suggest that the local homéless population may

constitute an "ecosystem" comprising Cambridge, Boston,
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.Somerville and other neighboring towns accessible by pub;ic
transportation.

B. Shelters and Other Resources

1. Families

Resoufces for Homeless Families

There are currently only 5 fémily shelter slots inﬁ>
Cambridge: three at Shelter, Inc., and two at the Cambridge
YWCA. (Shelter, Inc. also operates a 35-bed facility in
Boston.) Over the past year, Shelter, Inc. served 58
families at its Boston and Cambridge locations and turned
away .156 other requests for assistance from families. This
lack bf local shelter beds has meant that homeless Cambridge
families are displaced, often to hotels and motels under the
DPW-adminstered Emergency Assistance Program.

Emergency Assistance provides one-time assistance to
families who meet AFDC financial criteria and who are faced
with "urgent and immediate needs." It provides, among othe;
forms‘of help, hotel and motel vouchers as a "last resort"
for homeless families who cannot be placed in sheltefs.

Currently, five Cambridge families are living in hotels
or motels in locations as distant as Lynn, Everett and
Revere (no hotels in Cambridge accept vouchers). bThe
Department of Public Welfare also identifies ten Cambridgé
families who are "do@bled up" or in immediate danger of

losing their homes, as well as five families recently placed
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out of hétel$'and ﬁotels. These twenty familiés are being
provided wit# housing counseling and supportive services
through the bepartment of Human Services under contract with
the DPW Housing Search Progranm.

Statewiae, as well as in Cambridge, the mumer of
* hotel/motel placements is increasing, as is the average
length of stay, which now approacheS'fhree'mohths;"AS‘noted'wm
by the 1986 report of the Massachuetts Committee for Children
and Youth, hotels and motels "do not meet the neeeds of
childreh, and are extremely detrimenfal environments for
childrearing." Their cost is also extreme: the Commonwealth
pays an average of $1,400 per month to keep one family
sheltered in this setting.

2. Individuals

Shelter, Inc. has been in operation for 12 years. Its

Cambridge facility, a converted two-family house,
accommodates nine men, six women and two families nightly,
providing them with meals and small group bedrooms. Guests
are accepted on a referral basis only, with a preference
given to Cambridge agencies; persons who are actively
drinking, violent, or otherwise disruptive are screened out.
The "official" length of stay is three days, but for many
guests this iimit is repeatedly extended, so that the

average length of Stay Segn over the past three months was
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14 days.% Length of stay has inéfeaéed over the past three
years,’due to difficulty in placing guests elsewhere, and to
the staff's efforts to stébilize.guests with an increasingly
severe rgngé of psyéhosocial probiems. Referrals to
Shelter, Inc; are received‘from o&er 100 agenciés, led in
frequency by the Salvation Army, other local shelters, and
the Cambridge police. Over the past year, Shelter, Inc.
sefved an unduplicated total of 536 individuals and

turned down 1,073 requests for shelter froﬁ individuals.
Shelter, Inc. maintains a staff social worker position and
attempts to help guests resolve problems which prevent them
from maintainiﬁg permanent homes. Over the past year, 39
guests were placed in permanent housing; other placementé
were in other shelters, halfway houses and institutional
settings such as nursing homes and chronic-care hospitals.

The University Lutheran Church shelter evolved from a

soup kitchen in 1983. It houses 23 individuals--usually 20
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