APPENDIX B – PATH RFP SUPPLEMENTAL INFORMATION 


PATH Background 

[bookmark: _Hlk2251851]PATH is a formula grant made available to states, the District of Columbia, Puerto Rico and 4 U.S. territories.  The purpose of the formula grants to states and other identified governmental entities is to fund eligible services which are provided to individuals experiencing homelessness or imminent risk of homelessness who have a SMI or co-occurring SMI and SUD.  The federal statute which created the PATH formula grant program requires States receiving PATH grants to subcontract with sub-state-level government entities and/or private nonprofit entities for the purpose of providing authorized PATH services to eligible recipients.


Services authorized through the PATH formula grant, including street outreach/engagement, case management, housing and social supports, typically are not covered by existing programs and insurance. While federal statute and its resulting regulations which govern the PATH grant allow for states to provide a range of services to PATH-eligible individuals, each state receiving PATH grant funds must submit an annual implementation plan describing its proposed use of PATH funds to SAMHSA for review and approval.

As specified in Section 522(d) of the Public Health Services Act (PHA), as amended (42 U.S.C. 290cc-22(d), the State must give special consideration in making grants to organizations with a demonstrated effectiveness in serving PATH-eligible veterans.

BHDDH administers the PATH formula grant through a designated State PATH Contact (SPC) located within the Division of Behavioral Healthcare Services.  BHDDH is required under the terms of the PATH grant agreement to contract with a nonprofit entity for the provision of allowable PATH-funded services. 

While the PATH Program is a separate and distinct autonomous program administered by the State’s SSA and MHA, PATH Program services are a component of the State’s Continuum of Care (CoC) which, as required by the HEARTH Act, establishes a governance structure oversee Rhode Island’s homeless and housing service system. 


Glossary of Terms/Definitions

CLAS		Culturally and Linguistically Appropriate Services
CoC		Continuum of Care
DIS		Disparities Impact Statement
EHR		Electronic Health Record
GPRA		Government Performance and Results Act
HEARTH	Homeless Emergency Assistance and Rapid Transition to Housing: Continuum of Care Program
HHRN	SAMHSA’s Homeless and Housing Resource Network
HIPAA	Health Insurance Portability and Accountability Act of 1996
HMIS		 Homeless Management Information System
HUD		U.S. Department of Housing and Urban Development
IUP		Intended Use Plan
PATH 	Projects for Assistance in Transition from Homelessness
PDX		PATH data exchange
PHS		Public Health Service
PSH		Permanent Supportive Housing
SAMHSA	Substance Abuse and Mental Health Services Administration
SOAR		SSI/SSDI Outreach, Access and Recovery
SPC		State PATH Contact
SSDI		Social Security Disability Income
SSI		Supplemental Security Income
VA		U.S. Department of Veterans Administration

Case Management: For the purposes of this RFP, PATH-eligible case management services are described in SECTION 3 (PATH Grant Requirements)

Certified Peer Recovery Specialist: A behavioral healthcare professional credentialed by the Rhode Island Certification Board (RICB).  Peer Recovery Specialists must meet the qualifications in the CMS State Medicaid Director Letter, #07-11, https://www.medicaid.gov/Federal-Policy-Guidance/downloads/SMD081507A.pdf. Individuals must acknowledge a mental illness, addiction, chronic illness, or intellectual/developmental disability (I/DD), and have received or are currently receiving treatment and/or community support for it.  Or, individuals must acknowledge personal experience with a family member with a similar mental illness and/or substance use disorder.  For the purposes of this RFP, a certified peer recovery specialist must have lived experienced with homelessness.

Chronically Homeless (modified HUD definition):  (1) An individual who: (i) Is homeless and lives in a place not meant for human habitation, a safe haven, or in an emergency shelter; and (ii) Has been homeless and living or residing in a place not meant for human habitation, a safe haven, or in an emergency shelter continuously for at least 12 months or on at least 4 separate occasions in the last 3 years, as long as the combined occasions equal at least 12 months and each break in homelessness separating the occasions included at least 7 consecutive nights of not living as described in paragraph (1)(i); and (iii) Can be diagnosed with one or more of the following conditions: substance use disorder, serious mental illness, co-occurring serious mental illness and substance use….; 
(2) An individual who has been residing in an institutional care facility, including a jail, substance abuse or mental health treatment facility, hospital, or other similar facility, for fewer than 90 days and met all of the criteria in paragraph (1) of this definition, before entering that facility….

Continuum of Care (COC) 

The State’s CoC is “a united coalition of community and state systems and providers that assist homeless and at-risk residents in the State of Rhode Island to obtain housing, economic stability, and an enhanced quality of life through comprehensive services and support.  RICoC addresses critical issues related to homelessness through a coordinated community-based process of identifying and addressing needs utilizing not only HUD dollars, but also mainstream resources and other sources of funding.  Services through the RICoC are prioritized toward those with the greatest vulnerabilities, length of time homeless and severity of service need.” Please see Rhode Island Continuum of Care Policies and Procedures adopted June 7, 2018 and as updated October 4, 2018.  https://www.rihousing.com/filelibrary/Rhode_Island_Continuum_of_Care_Policies_and_Procedures_10.4.2018.pdf


Operating under the umbrella of the CoC, a statewide Outreach Committee has been established to coordinate outreach to individuals experiencing homelessness, to provide training and materials to outreach workers, and to ensure that the needs of individuals experiencing homelessness are recognized and addressed. Membership on the Committee includes outreach workers and case managers from community-based organizations providing outreach services statewide as well as individuals who have lived experience with homelessness.

The CoC developed and operates under the framework of its Plan to End Homelessness commonly referred to as “Opening Doors RI.”  As part of Opening Doors RI, Rhode Island’s current housing service system has adopted the ‘Housing First” model, which is based on the theory that housing individuals first provides the stability necessary to permit them to access and benefit from social supports such as intensive case management, behavioral healthcare services, medical care, and employment.

Co-occurring Disorder: For the purposes of this RFP and consistent with federal PATH grant requirements, a co-occurring disorder which makes an individual eligible for PATH participation shall be a diagnosed serious mental illness (SMI) and a diagnosed substance use disorder (SUD) where the mental health disorder and substance use disorder can be diagnosed independent of each other.

Coordinated Entry System

The RICoC is required by the HEARTH Act to implement a coordinated entry system.  The CES is designed to ensure that “communities prioritize people who are most in need of assistance” and “strategically allocate their current resources and identify the need for additional resources.” (Coordinated Entry Notice p. 2; Coordinated Entry Core Elements, p.8).  Through development and implementation of uniform assessment and referral processes, the CES attempts to determine and secure the most appropriate response to each household’s immediate and long-term housing needs (RICoC Statewide Coordinated Entry System for Homeless Services, Policy and Procedures Manual 12/7/17, p.7-8).  The CES framework developed by the RICoC is consistent with the Housing First model.  

The successful applicant will be required to seek or maintain membership in the CoC for the duration of the contact and to participate in the statewide Outreach Committee (or equivalent committee/workgroup).  In addition, the successful applicant will be required to participate in all relevant CoC-sponsored placement committees.  The successful applicant must follow relevant policies and procedures adopted by the CoC consistent with the PATH federal statute and resulting rules and regulations; and federal and State contract requirements, particularly as they relate to outreach, engagement and assessment. Please see Rhode Island Continuum of Care Policies and Procedures adopted June 7, 2018 and as updated October 4, 2018.  Include link

Disparities Impact Statement (DIS):  the use of data to identify subpopulations vulnerable to health disparities; and implementing strategies to decrease the differences in access, service use, and outcomes among those populations

Imminent Risk of Homelessness: Household who will imminently lose their primary nighttime residence, provided that: (i) Residence will be lost within 14 days of the date of application for homeless assistance; (ii) No subsequent residence has been identified; and (iii) The household lacks the resources or support networks needed to obtain other permanent housing

Literally Homeless: 1) Household who lacks a fixed, regular, and adequate nighttime residence, meaning: (i) Has a primary nighttime residence that is a public or private place not meant for human habitation; (ii) Is living in a publicly or privately operated shelter designated to provide temporary living arrangements (including congregate shelters, transitional housing, and hotels and motels paid for by charitable organizations or by federal, state and local government programs); or (iii) Is exiting an institution where (s)he has resided for 90 days or less and who resided in an emergency shelter or place not meant for human habitation immediately before entering that institution

Outreach Services: 
The Street Outreach component of PATH is used by PATH projects that provide outreach and engagement to those living in places not meant for human habitation. These PATH activities are designed to meet the immediate needs of unsheltered homeless persons by connecting them with emergency shelter, housing, and/or critical health services. Examples of persons who are living in places not meant for human habitation are those who sleep on the streets, under bridges, in camps, camp grounds, abandoned buildings, structure meant for animals, vehicles, and public places.  The PATH outreach process includes the following components:

· Contact: An interaction between a PATH-funded worker(s) and an individual who is potentially PATH eligible or enrolled in PATH. Contacts may range from a brief conversation between the PATH-funded worker and the client about the client’s well-being or needs, to a referral to service. A contact must always include the presence of the client—the facilitation of a referral between a PATH-funded worker and another case manager or service provider without the involvement of the client would not be considered a contact. A contact may occur in a street outreach setting or in a service setting such as an emergency shelter or drop-in center.

· Engagement: The point at which an interactive client relationship results in a deliberate client assessment or the beginning of a case plan. Engagement is a one-time event, may occur on or after the project start date, and must occur prior to PATH enrollment and project exit. Clients cannot be enrolled in PATH without being engaged. Although some interactions with a client may result in a positive outcome such as assisting a client to access a shelter bed, without a deliberate client assessment or the beginning of a case plan, those interactions are not considered to be an engagement. The assessment does not have to be of a clinical nature, and neither HUD nor SAMHSA have established minimum criteria for what the assessment must include, other than the client deliberately engaging with the worker(s) to resolve the housing crisis.

· Enrollment: The point at which the PATH-funded worker can determine if a person is eligible for the PATH Program. Only persons eligible for PATH can receive a PATH-funded service or referral. Additionally, the PATH-eligible individual and a PATH provider have mutually and formally agreed to engage in services and the provider has initiated an individual file or record for that individual. HMIS Data Element P3 (formerly 4.20- PATH Status) provides additional information regarding PATH enrollment.

Recovery:  A process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential

Referral: Active and direct PATH staff support on behalf of or in conjunction with a PATH-enrolled individual to connect to an appropriate agency, organization, or service. Referrals are only reported for PATH-funded referrals provided to a PATH-enrolled individual.

Serious Mental Illness (SMI): For the purposes of this RFP, SMI refers to adults, 18 years of age or older, with a diagnosable mental disorder of such severity and duration as to result in functional impairment that substantially

SPDAT: Service Prioritization Decision Assistance Tool (SPDAT) is an evidence-informed case management tool developed by Org Code Consulting and Community Solutions used to assess household acuity and highlight areas in which clinical staff and households may work together to set goals and identify where additional support may be needed. The SPDAT series currently includes the SPDAT, the F-SPDAT for families and the Y-SPDAT for youth. 

VI-SPDAT: The VI-SPDAT is an assessment tool developed by Org Code Consulting and Community Solutions used to assess household vulnerability and identify appropriate levels of housing assistance based on acuity. The VI-SPDAT inclusive of its versions specific to subpopulations will be considered the single assessment tools and will be the primary tools used in creating housing prioritization models. The VI-SPDAT should be completed whenever a change in a household’s situation occurs, and therefore should be conducted during the household’s current episode of homelessness whenever possible to help support accuracy of prioritization. The VI-SPDAT series currently includes the Family VI-SPDAT and the Next Step Tool for Homeless Youth both of which are acceptable for use with their associated subpopulations as the assessment to inform prioritization. Please note: throughout this document the term VI-SPDAT is used, however, in all instances of that terminology any of the three (3) VI-SPDAT series tools is allowable depending on the subpopulation being assessed.


PATH Required Services

Section 522(b) of the Public Health Services Act (42 U.SA.C. §290cc-22(b) describes the array of services which may be supported with PATH funding; however, in accordance with direction provided by SAMHSA to recipient states, funds awarded through this RFP must be utilized to support the provision of the following services to PATH -eligible individuals: 

· Outreach including street outreach
· Screening and diagnostic treatment services
· Case management services including:

· Preparing a plan for the provision of community mental health services to eligible homeless individuals, and reviewing such plan not less than once every 3 months

· Providing assistance in obtaining and coordinating social and maintenance services for eligible individuals who experience homelessness, including services related to daily living activities, peer support, personal financial planning, transportation, habilitation and rehabilitation, pre-vocational and vocational training, and housing

· Providing assistance to eligible individuals who experience homelessness in obtaining income support services, including housing assistance, food stamps, and supplemental security income benefits

· Referring eligible individuals who experience homelessness for such other services as may be appropriate 

· Providing representative payee services in accordance with section 1631(a)(2) of the Social Security Act if the eligible individuals who experiencing homelessness are receiving aid under title XVI of such act and if the applicant is designated by the Secretary to provide such services

· Supportive and supervisory services in residential settings
· Referral for primary health services, job training, educational services, and relevant housing services
· Housing services as specified in Section 522(b)(10) of the PHS Act, as amended (U.S.C. §290cc-22(b), including:

· Minor renovation, expansion, and repair of housing
· Planning of housing
· Technical Assistance in applying for housing assistance
· Improving the coordination of housing services
· Security deposits
· Costs associated with matching eligible individuals experiencing homelessness with appropriate housing situations
· One-time rental payments to prevent eviction.  

PATH Required Delivery Model

· PATH requires inclusion of peers in program design, implementation and oversight.  

PATH Preferred Services

· Day center services

PATH Disallowed Costs

PATH Grant funds may NOT be used:

· To support emergency shelters
· For inpatient psychiatric treatment
· For inpatient substance use disorder treatment
· To make cask payments to intended recipients of mental health or substance use disorder services; or
· For lease arrangements in association with the proposed project utilizing PATH funds beyond the project period, nor may the portion of the space leased with PATH funds be used for purposes not supported by the grant

Please note that, at a minimum, outreach and case management services must be provided by the contracted PATH service provider, utilizing PATH funds or matching funds to support these activities.  PATH services also may be delivered by contract employees of the PATH program utilizing PATH funds. Other services such as primary healthcare, behavioral healthcare, housing, employment may be provided through a formal agreement with one or more non-PATH providers. Any non-PATH-funded services are expected to produce the same quality of outcomes as those that are directly funded through the PATH grant.
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