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Introductions

ICF was hired in November 2017 to conduct a comprehensive 

evaluation of the Montgomery County Front Door Assessment 

(MCFDA) process

ICF Project Team:
 Marcy Thompson, Principal

 Mike Lindsay, Senior Technical Specialist

 Ryan Burger, Technical Specialist

Other project team members (not present): Christine Nguyen, Niki Paul, Marta 

Zewdu
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Coordinated Entry Overview 
and Background on 
Montgomery County Front Door 
Assessment Process
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Coordinated Entry: What is it and why is it 
important? 

HUD requires each CoC to establish and operate a 

“centralized or coordinated assessment system” (referred 

to as “coordinated entry” or “coordinated entry process”)

 Goals of Coordinated Entry: 
 Increasing the efficiency of local crisis response systems 

 Improving fairness and ease of access to resources, including mainstream 

resources

Allows for persons seeking assistance to be consistently assessed and 

more effectively matched to most appropriate resources 
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Core Components of Coordinated Entry 
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Background on Coordinated Entry in the 
Dayton, Kettering/Montgomery County CoC

 First implemented the MCFDA in 2010, before it was 

required by HUD and best practices emerged 
Developed by the Homeless Solutions Policy Board’s Front Door 

Committee over a three-year period  

 Implemented with Front Door Agency partners at all 

gateway shelters and street outreach 
– Daybreak, St. Vincent de Paul Gateway Shelter for Men (Gettysburg Shelter), St. 

Vincent de Paul Gateway Shelter for Women and Families (Apple Street Shelter), 

Miami Valley Housing Opportunities (MVHO), and YWCA Dayton

 Community-developed assessment tool: Montgomery 

County Front Door Intake and Comprehensive Assessment
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Overview of the MCFDA Process
Based on how the process was designed
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• Homeless Solutions 
manages the 
prioritization list for all 
housing interventions 
except RRH, which is 
managed separately by 
the agencies that 
administer the RRH 
projects.

• When a vacancy occurs 
for SH, TH, and PSH 
Homeless Solutions 
staff are notified and 
then determine which 
household is the best 
match for the vacancy.

• Once the household is 
identified, Homeless 
Solutions staff contact 
the original Front Door 
Agency and provide 
them with the vacancy 
information so that that 
agency can contact the 
provider agency with 
information about the 
referral.  

Referral 
Management

• The CoC developed 
prioritization criteria for 
PSH but has yet to 
develop CoC-wide 
standards for SH, TH and 
RRH

• Households are first 
prioritized for PSH based 
on chronically homeless 
status, ordered by those 
with the longest length of 
time homeless and have 
the most severe service 
needs. 

Prioritization

• The FDA 
Comprehensive 
Assessment is intended 
to be conducted within 
7-14 days in shelter

• Front Door Agencies 
use single or family 
referral decision 
worksheet to determine 
the intervention type to 
which the household 
will be matched based 
on assessment score 
results and other 
assessment filters.  

Comprehensive 
Assessment & 
Referral 
Decision

• The FDA Intake is 
intended to occur 
within 3-5 days of 
shelter entry with 
the goal of 
diversion and to 
provide for an 
initial screening 
for rapid re-
housing vs. other 
intervention types

Front Door 
Intake

• Households 
engage in the 
MCFDA process 
through Gateway 
Shelters and 
Street Outreach

MCFDA 
Access



Overview of ICF’s Evaluation of 
the MCFDA Process
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Overview of Project Plan 

 Evaluation project plan includes three distinct phases: 

Phase 1: Evaluation of Montgomery County’s Front Door 

Assessment Process (COMPLETE) 

Phase 2: Review of Findings and Recommendations  

Phase 3: Execution of Implementation Plan 
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ICF’s evaluation sought to understand 

how the MCFDA process: 
 Is intended to operate; 

 How each element of the process is 

actually being implemented; and, 

 The outcomes of the process in order to 

identify challenges, barriers, and gaps to 

inform recommendations for 

improvements.

Overview 
of Phase 1: 
Evaluation 
of MCFDA 
Process 
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Elements of the Evaluation 

360 degree evaluation of the MCFDA Process
 Meetings with stakeholder groups

 Touring each Gateway Shelter and meeting with each Front Door Agency

 Review of CoC-wide and agency specific policies and procedures

 Review of Montgomery County Front Door Intake and Comprehensive 

Assessment 

 Focus Groups with providers, frontline staff, and consumers

 Follow-up remote interviews

 Review of referral decisions 

 Comprehensive and detailed data analysis 

12



Initial Information Gathering 

January 2018: Two-day onsite kickoff meeting to begin 

information gathering  

Stakeholder meetings: 
 Front Door Committee

 Front Door Assessors Group

 Veteran Services Providers

 Rapid Re-Housing Providers

Site Visits and Interviews

Toured each of the gateway shelters: 

– Daybreak, St. Vincent de Paul Gateway Shelter for Men (Gettysburg Shelter), St. 

Vincent de Paul Gateway Shelter for Women and Families (Apple Street 

Shelter), Miami Valley Housing Opportunities (MVHO), and YWCA Dayton

Met with front line staff and agency leadership from each of the Front 

Door Agencies 
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Policy and Procedure Review 

 ICF reviewed all available CoC-wide and agency-specific written 
policies and procedures that govern the implementation of the MCFDA 
process
 Sample of documents ICF reviewed : 

– Front Door Assessment & Referral Process Policies & Procedures Manual

– Expectations for People Accessing Gateway Shelter

– CoC PSH Prioritization Guidelines

– Agency-level policies and process documents on privacy, client confidentiality, and grievance 
procedures

 ICF reviewed these materials in order to understand: 
 Expectations of the Front Door Agencies established by the CoC related to implementation of the 

MCFDA process

 Extent in which Agencies have policies and procedures related to the MCFDA process

 Compliance with standards in HUD regulations—Notice CPD-17-01, CoC Program Interim Rule, ESG 
Interim Rule, and HUD Equal Access Rule 

 Extent in which the process is adhering to Housing First principles.   
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Review of Assessment Tool 

Reviewed the Montgomery County Front Door Intake and 

Comprehensive Assessment for the following qualities:
 Only collects necessary information; 

 Evidence informed; 

 Transparent and user tested; 

 User friendly; 

 Inclusive; and, 

 Person centered.

Reviewed available instructional and training materials
 MCFDA Referral Decision Worksheet

 Chronic Severity of Need Index

Reviewed other commonly used assessment tools such as the 

Vulnerability Index -Service Prioritization Decision Assistance Tool 

(VI-SPDAT) and the Downtown Emergency Service Center (DESC 

Vulnerability Assessment Tool) for comparison 
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Targeted Interviews

 Conducted targeted interviews with knowledgeable stakeholders 

within the community at varying levels to elicit opinions, gather 

information and to document feedback on the current state of the 

MCFDA process

 ICF also sought to hear from stakeholders their perspectives on 

possible gaps and modifications needed to improve effectiveness 

of the coordinated entry process and overall homelessness 

response system. 

 In total, ICF carried out six follow-up interviews with stakeholders 

including Front Door Agency staff who were unavailable during the 

initial onsite engagement as well as representatives from the Front 

Door Committee
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Focus Groups

March: ICF facilitated six in-person focus groups to fully understand 

the following: 

 How the MCFDA process operates 

 How the MCFDA is perceived by service agencies, Front Door assessors, and 

consumers

 Identify challenges that exist at each phase of the process

Focus group participants: 

 Frontline staff who administer the assessment tool at each of the Front Door 

Agencies; 

 Provider agencies that receive referrals;

 Consumer Groups:    

– Consumers who have been successfully housed in RRH and PSH through MCFDA; 

– Single adults currently residing in shelter and participating in the MCFDA; 

– Families and youth currently residing in shelter and participating in the MCFDA; and, 

– Households currently residing in the YWCA, the domestic violence shelter participating in the 

MCFDA. 
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Review of Referral Decisions 

 Reviewed referral decisions to examine 

appropriateness and fidelity to referral decision 

guidelines set forth by the CoC
Consisted of data available through HMIS, including assessment tool 

responses, case notes, and referral decisions 

Scanned copies of de-identified completed assessments from YWCA 

clients, provided to ICF by Homeless Solutions 

Randomized sample of clients to determine consistency of referral 

decisions and eventual housing placement and enrollment
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Data Analysis 

 Comprehensive data analysis 

 Used available data from HMIS, Point-in-Time (PIT) 

Counts, Housing Inventory Count (HIC) reports, and 

System Performance Measures (SPM)

 Purpose of the data analysis was to: 
 Identify gaps in resources; 

 Measure housing stability outcomes; and, 

 Measure overall effectiveness at system level. 
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Findings and Observations from 
the Document Review, Focus 
Groups, and Interviews
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Community Strengths 
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MCFDA is guided by strong leadership, collaboration, 

and commitment to ending homelessness throughout 

the community 

Strong and long-standing coordinated entry 

infrastructure: 
Strong coordinated entry partners 

Front Door Assessment built into HMIS

High rates of HMIS participation

 Locally developed assessment/prioritization tool

CoC has been successful at securing new resources 

through the CoC Program competition 



Summary of Findings from Document 
Review, Focus Groups, and Interviews

ICF identified three primary areas of concern: 

1. Limited written guidance, policies, and procedures

2. Infrastructure that predates HUD requirements and 

emergence of best practices 

3. No formal monitoring of MCFDA process 
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Finding #1: Limited Written Guidance, 
Policies, and Procedures

ICF reviewed all available CoC-wide and agency-

specific polices and procedures related to the MCFDA 

process

 Document review revealed the following: 
No CoC-wide written standards (with exception for PSH prioritization 

policy) 

 Limited written MCFDA policies and procedures from CoC or at agency 

level

No standardized training or guidance associated with FDA Intake and 

Comprehensive Assessment 
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Impact of Finding # 1: Limited Written 
Guidance, Policies, and Procedures
 No consistent timeliness standards
 Limited written guidance that describes timeliness standards for any portion of the MCFDA process

 Subjectivity in administering assessment tool
 Focus groups and targeted interviews revealed widely inconsistent approaches to how the tool is 

administered across agencies and even within individual agencies by different staff

 Administration of the Independent Living Score and Housing Barrier Screen is subjective with lack of 

guidance to accompany the tool

 Unclear prioritization policies
 There are no known prioritization criteria for TH and RRH prioritization is inconsistent across the CoC

 Lack of transparent decision making
 No tie-breaking rules established in written form

 Little documentation to describe how RRH and PSH housing placements are made other than 

assumption that staff follow CoC orders of priority

 Negative impact on client experiences
 Focus groups revealed that steps in MCFDA process were generally unclear to consumers

 Inconsistent wait times between the Front Door Intake and Comprehensive Assessment and 

inconsistent experiences with the administration of the tool

 Lack of flexibility with scheduling appointments
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Finding #2: Infrastructure Pre-dates HUD 
Requirements and Best Practices

 MCFDA pre-dates HUD requirements and the emergence 

of best practices for effective coordinated entry
 Process remains largely unchanged since 2010

 CoC has made strides to incorporate some of these 

strategies, however they may not have had a large impact 

due to other longstanding practices and infrastructure 
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Impact of Finding #2: Infrastructure Pre-dates 
HUD Requirements and Best Practices
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Emergency shelter not fully aligned with best practices
• Shelter expectations do not always align with low barrier principles 

Some practices are out of compliance with HUD 
requirements
• Policies and procedures not updated to reflected Notice CPD-17-01 

requirements
• Occurrence of involuntary family separation

Limited diversion efforts 
• No strategic diversion occurring prior to people entering shelter

HMIS not updated as new MCFDA processes have been 
established
• The CoC’s prioritized list waitlist for TH and PSH is managed outside of HMIS
• Referral acceptances and rejections are not tracked in HMIS

Rapid re-housing not effectively leveraged 
• Little investment made to add RRH units over recent years in comparison to 

PSH
• RRH referrals are made outside the MCFDA Process
• Little CoC oversight as to how RRH prioritization and referral decisions are 

made



Finding #3: No Formal Monitoring Process

There is no single entity that is responsible for 

monitoring the operation and implementation of the 

MCFDA process to assess compliance and 

effectiveness
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Impact of Finding #3: No Formal 
Monitoring Process
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 Lack of a formal monitoring and evaluation 

component of the MCFDA process has 

resulted in an overall lack of accountability 

and has exacerbated other challenges 

 Inherently limits the CoC’s ability to make 

data driven policy decisions or evaluations of 

the effectiveness of the system



Evaluation of the FDA Intake 
and the FDA Comprehensive 
Assessment Tool
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Reviewed the FDA Intake and the FDA 

Comprehensive Assessment to 

determine the extent in which the 

assessment tool meets HUD’s 

“universal qualities”

Spoke with providers, assessors, and 

consumers to understand how tool is 

being utilized and how it is perceived 

by those being assessed 

Evaluation of the 
FDA Intake and 
the FDA 
Comprehensive 
Assessment Tool
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Qualities of Effective Assessment Tool 

ICF examined the extent in which the Montgomery 

County Front Door Intake and Comprehensive 

Assessment met each of the following: 

Gathers only the information that is necessary to determine the severity of 

need and eligibility for housing and related services, and that can provide 

meaningful recommendations to persons being assessed

 Is evidence informed, transparent, and tested to ensure that referrals are 

appropriate and responsive to the needs presented by the person seeking 

assistance

 Is user friendly and capable of producing consistent results, even when 

different staff members conduct the assessments

 Is inclusive and encompasses the full range of housing and service 

interventions necessary in a homelessness response system

 Is person centered, strengths based, and considerate of lived experiences
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Findings from Assessment Tool Evaluation
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The FDA Intake and the FDA Comprehensive 

Assessment: 
Gathers information which exceeds what is necessary to determine the 

severity of need and eligibility for housing and related services, and that 

can provide meaningful recommendations to persons being assessed; 

 Is not evidence informed, transparent, and tested to ensure that referrals 

are appropriate and responsive to the needs presented by the person 

seeking assistance; 

 Is not user friendly and is not capable of producing consistent results; 

 Is generally inclusive and is encompassing of the full range of housing and 

service interventions in a homelessness response system

 Is not person-centered, strengths-based, and considerate of lived 

experiences



Data Analysis 
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 The goal of the data analysis was to identify gaps 

in resources, barriers to participation from those 

households seeking assistance, effectiveness 

and appropriateness of the referral and 

placement process, and overall efficiency of the 

system

Data 
Analysis
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Data Analysis: Methodology

Primary source data: 
 Reports generated from the Advanced Reporting Tool (ART) in the CoC’s HMIS implementation utilizing 

Mediware ServicePoint software

 HUD reports including the Housing Inventory Count, the Point-In-Time Count, Annual Performance Report, 

and System Performance Measures (SPM)

Process:
 ICF worked with the CoC’s HMIS System Administrator to develop custom data sets from the CoC’s HMIS 

which involved identifying reporting parameters, data categories and definitions, and to confirm the 

universe of clients and providers. 

 Data analysis relied on raw, client-level data sets to evaluate client assessment scores, referrals, project 

entries and exits, and client-level and subpopulation characteristics

Assumptions:
 ICF used Calendar Year (CY) 2017 as general reporting parameters 

– ICF primarily looked back to 2011 when looking at longitudinal data to identify any impacts made to the 

system from the time the MCFDA process was launched  

 The first entry was used when clients has multiple entries of the same project type to permit a longitudinal 

analysis over time (exception applies for Figure 4 in the report which measures usage of the MCFDA 

Process in CY 2017)

 Housing stability is measured based on the rate at which persons return to the MCFDA process within one year 

and two years. The analysis also incorporates returns to the Front Door for those who were engaged in the 

MCFDA process  but not enrolled in housing assistance as a proxy for measuring the efficacy of diversion 

strategies.
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Data Analysis: Data Limitations

Bed coverage rates: 2017 HMIS bed coverage rates range between 

84% and 87% for ES, RRH, and PSH (TH has a 94% bed coverage 

rate)

Lack of consistency in how data is collected during the assessment 

and how various assessments are utilized when recorded into HMIS

Data not tracked in HMIS, but instead tracked through external 

spreadsheets or agency-specific databases

Multiple entries and exits and service transactions (bed-nights in 

shelter) may be associated with a single client’s housing enrollment

Redundancy in assessment-related data elements 

 FDA Intake date not updated for accuracy
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Data Analysis: General Observations and 
Findings

Across most project types (specifically emergency shelter and PSH), 

Montgomery County has lower lengths of stay than national averages 

Across all project types, Montgomery County has higher-than-average 

returns to homelessness following exits to permanent destinations

Housing Barriers assessment scores vary across program 

referral/enrollment, while Independent Living Skills assessments are 

concentrated at the 35 threshold that refers people into TH/PSH

Returns to homelessness following emergency shelter are not 

significantly different from returns to homelessness following TH, RRH, 

or PSH enrollment

Diversion is difficult to track, but like many communities, Montgomery 

County sees high levels of people who self-resolve their housing crisis 

or otherwise find alternate housing before receiving a referral
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Baseline Data on Population, Resources, 
and System Performance  

 Level of unsheltered 

homelessness has remained 

relatively the same while 

number of sheltered 

homelessness has dropped over 

the years (see graphic to the 

right)

 HIC data reveals large gains 

in PSH stock with relatively 

low number of RRH units
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 System Performance Measure data reveals the CoC made significant 

improvements related to average length of time that households spend in 

emergency shelter (a decrease of seven bed nights, or 16%) and successful 

outcomes from street outreach (increased by 8%) 

 The CoC saw less positive outcomes for housing stability and increases in total 

income for those who have left the system. 
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Data Analysis: MCFDA Process 
System Flow and Front Door Engagement 
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Gateway Shelter 
Entry

•3,756 unique client entries

•2,217 first-time homeless clients (59% of total)

Front Door 
Intake

•1,282 Front Door Intake assessments

•1,152 intakes at gateway shelter; 130 intakes via street outreach

Comprehensive 
Assessment & 

Referral

•740 Comprehensive Assessments (58% of FDA intakes)

•924 referrals (only 22% of clients who were referred to RRH 
received a Comprehensive Assessment) 

Program Entry
•557 entries to TH/RRH/PSH (60% of referrals)

•Average 106 days from Shelter Entry to Program 
Entry

Figure Below: Usage of Montgomery County Front Door 

Assessment Process (from Gateway Shelter entry), CY 2017 

Entry Cohort

In CY2017, 3,756 unique individuals 

entered a gateway shelter (2,339 

singles and 501 family households), 

defined as Apple Street, Daybreak, 

and Gettysburg shelters. 

15% of clients who entered the 

MCFDA process through a gateway 

shelter were subsequently housed in 

a transitional or permanent housing 

program. 



Data Analysis: MCFDA Process 
Length of Stay in Shelter, Based on Entry-Exit

 48 days: average length of stay in Gateway Shelter 

in CY 2017.
 The average length of stay for people who do not receive an FDA Intake

is 16 days, whereas the average length of stay for people who do receive 

an FDA Intake is 59 days. 

 21 days: average length of time it takes for a client 

to complete the FDA Intake following Gateway 

shelter entry

 106 days: average length of stay in shelter from 

shelter entry to housing enrollment for clients who 

went through the MCFDA process and 

subsequently received a housing placement
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Data Analysis: MCFDA Process 
Length of Time Engaged in MCFDA Process
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Data Analysis: MCFDA Process 
System Exits and Diversion 

System Exits

 From Gateway Shelter 

entry to FDA Intake, 

nearly two-thirds of 

clients exit shelter without 

further assistance.
 Most of these clients exit before 

receiving the FDA Intake.

After FDA Intake, about 

one-third of the remaining 

shelter population exits 

on their own at each 

phase of the process. 
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Diversion

 In the MCFDA process diversion is 

designed to occur at the FDA intake 

process

 The data analysis reveals the FDA Intake is not 

completed for a time period of a few days to 

weeks after a household enters emergency 

shelter.

 Half of those who receive the FDA Intake

complete it within two weeks of shelter entry; half 

of those require longer than two weeks

 Data collected on diversion is recorded in HMIS 

after-the-fact. 

 For the 1,282 clients that received a FDA Intake, 

376 had a specific diversion plan. 319 of which 

exited to a rental by the client (40%); friends or 

family (18%); 26% exited without completing an 

interview, and a small number going to 

institutional facilities



Data Analysis: MCFDA Process 
Length of Stay by Project Type

Length of Stay

Average and median length of stay in PSH has been increasing since 

2011

 Lengths of stay in RRH vary greatly, depending on the household’s 

status as a leaver or stayer

Average PSH LOS, in Days Average RRH LOS, in Days
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Data Analysis: Comprehensive 
Assessment & Referral Decisions

 Housing Barriers Screen: Most clients 

are assessed as “medium” on the 

Housing Barriers score as it applies to 

referral decisions.
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 Independent Living Skills Checklist: Unlike the 

Housing Barriers Screen, the vast majority of 

clients who received a FDA Comprehensive 

Assessment (86%) received an ILS score of 35 

and above, indicating that results skew towards 

placement in TH or PSH, regardless of Housing 

Barriers score

ICF reviewed the score distributions of the Housing Barriers Screen and Independent Living Skills 

(ILS) Checklist to identify correlations between the two scores which are administered in tandem to 

inform program referrals and prioritization in the MCFDA process.



Data Analysis: Comprehensive 
Assessment & Referral Decisions (Cont’d)
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ICF observed that over time, the average assessment score on both the Housing Barriers 

assessment and ILS checklist has increased by 10% over the period from 2012 – 2017. As 

resources for PSH have increased significantly over time, so has the proportion of clients that 

receive an Independent Living Score that corresponds with a referral for that intervention. 

Change in Average Housing Barriers and ILS Score, 2012 – 2017

When reviewing referrals across 

different intervention types, ICF found 

that housing referral decisions are 

generally consistent with the guidelines 

provided in the FDA Manual; however, 

determining the extent in which these 

referral decisions are appropriate is 

challenging due to inconsistent data 

collection practices and data limitations 

described earlier.



Data Analysis: Housing Stability and Recidivism
Housing Stability following FDA Intake and Comprehensive 
Assessment
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• Clients who access the MCFDA process through a Gateway shelter and experience short stays, 

indicated by FDA entry without an FDA Intake Assessment, recidivate back into the FDA process at 

a rate of 23% for returns within 1 year and 30% for returns within 2 years.

• Approximately 2,100 unique clients (or slightly more than half of all Gateway shelter participants) 

access shelter for short periods of time, but later recidivate back into homelessness at rates of 23% 

within 1 year and 30% within 2 years. 

• Recidivism rate for each level of engagement was relatively similar regardless of whether or not the  

client had a diversion plan (see arrows below)

(Below) Housing Stability and Returns to Homelessness by MCFDA Level of Engagement



Data Analysis: Housing Stability and Recidivism
Following Housing Placement in TH, RRH, and PSH

Rate of return to homelessness within 2 years from RRH after a PH 

Exit Destination is 17%, which is the lowest rate of any project type 

within the CoC. 

Average LOS in PSH is slightly shorter than the national average, 

with 47% of people staying less than 2 years (compared to 40% 

nationally) and the remaining 53% staying for longer than 2 years 

(compared to 60% nationally. 

Rates of returns to homelessness from PH exit destinations within 

13-24 months is 10%

TH rate of return to homelessness is 18% in two years. This is a 

relatively high rate of return compared to national averages
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Conclusions
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 In 2006, the Blueprint established 

three goals: 
Close the Front Door

Shorten Length of Time in Shelter

Open the Back Door

 ICF considered how effective the 

MCFDA process has been at meeting 

these goals 

Conclusions
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Closing the Front Door: Key Findings
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Data Analysis Findings Document Review, Focus Group, and 

Interview Findings

• High rates of recidivism

• In 2017, 59% of clients that entered a Gateway 

shelter were entering homelessness for the first 

time. This means that 41% were returning to 

homelessness.

• Little documentation to show diversion is working

• More than 85% of the clients (3,199 clients) that 

entered a Gateway shelter in 2017 were able to exit 

to an alternative housing destination without a 

housing referral and housing placement. Very few 

of these clients (<10%) had a diversion plan.

• Current diversion strategies have a minimal effect 

on recidivism rates, although a more accurate 

method of measuring diversion attempts and 

outcomes is needed to track this outcome in a 

standardized manner 

• RRH offers the lowest rates of returns to homelessness 

within 2 years following exit to PH destinations

• Inconsistent practices conducting assessments 

and collecting data throughout the MCFDA 

process. Lack of standardized protocols and 

training may be the primary factor contributing to 

scores that skew towards PSH because that is 

the most available resource within the CoC. 

• Diversion is only occurring in relation to the FDA 

Intake (this is when clients are asked about 

alternative housing options). While this is 

intended to occur within three days after a 

household enters shelter, the average length of 

time from shelter entry to FDA Intake is 21 days. 



Closing the Front Door: Impacts

What this means:
 It is likely there were households served at the Gateway shelters 

who may have had alternative housing options and could have 

been diverted at the front door, avoiding homelessness altogether

The rate of recidivism indicates that while there is flow through 

shelter to housing, there is a revolving door back to the shelter for 

many.   

RRH could be more effectively utilized if the CoC scaled up RRH 

beds and targeted assistance to a wider range of households. This 

should be coupled with the CoC’s establishment of CoC-wide 

prioritization standards for RRH. 
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Shortening Length of Time in Shelter: 
Key Findings 

52

Data Analysis Findings Document Review, Focus Group, and Interview 

Findings

• The average length of stay for people 

who do not receive an FDA Intake is 16 

days, whereas the average length of stay 

for people who do receive an FDA Intake 

is 59 days. 

• On average, it takes 21 days (median: 15 

days) for a client to complete the FDA 

Intake following Gateway shelter entry. 

Homeless Solutions targets indicate that 

the FDA Intake should be completed 

within three days upon a person entering 

shelter.

• It takes 106 days on average from the 

point of shelter entry to housing 

placement for clients who were 

eventually placed in a housing program

• There is a perception that in order to 

access the MCFDA process, clients had to 

remain in or near proximity to the shelter 

where they were staying at all times. 

Further, there was a shared understanding 

conveyed in all of the focus groups that 

being “seen” in the shelter by your case 

manager (outside of scheduled 

appointments) increases the likelihood of a 

positive outcome.

• Consumers who work or have employment 

feel as though they are at a disadvantage 

as it is much more difficult to schedule time 

with a case manager.  

• Missed appointments can result in punitive 

outcome such as being exited from shelter 

yet there is little flexibility offered to clients 

in terms of when appointments can be 

scheduled. 



Shortening Length of Time in Shelter:
Impacts

What this means:
The longest phases of the MCFDA process are (1) the period from entry 

into the Gateway shelter to the FDA Intake (average 21 days) and (2) the 

period from referral to housing placement (average 81 days). 

The volume of clients entering the Gateway shelter is higher than there is 

capacity to complete the FDA Intake within the target timeframe of three 

days

 Inflexible case management hours that do not allow for accommodating 

client schedules to complete FDA assessments further constrict staff 

capacity to meet target timeframes. 
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Opening the Back Door: 
Key Findings
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Data Analysis Findings Document Review, Focus Group, and 

Interview Findings

• The average rate of returns to homelessness 

from RRH and PSH placement, following 

project exit to a permanent destination, are 

relatively high compared with national 

averages 

• Most clients that exit PSH leave for another 

permanent housing destination. Of those who 

exited to a permanent housing destination in 

2015, 10% returned to homelessness within 1 

year, and 21% returned to homelessness 

within 2 years. 

• Clients who exit shelter after only receiving the 

FDA Intake do not have significantly worse 

housing stability outcomes than those who exit 

from a CoC housing intervention (32% 

compared to 26%).

• Overall, referral decisions and housing 

placements align with the criteria in the FDA 

Manual (>35, PSH and TH; <35, RRH). 

• Assessors have a strong influence 

on what the assessment results 

will yield from he Independent 

Living Score and Housing Barrier 

Screen. Questions are subjective 

in nature and there is little 

guidance that describes how 

information from both assessments 

should be collected and reported

• Referral decisions are not entirely 

based on the information collected 

in the FDA Intake and FDA 

Comprehensive Assessment



Opening the Back Door:
Impacts

What this means:
Clients are being over-assessed for PSH to match to the most available 

resource within the CoC. 

Only 17% of entries into PSH were chronically homeless in 2017 while 

12% of entries into TH were chronically homeless, despite the latter 

placement jeopardizing future eligibility in PSH. 

The relative effectiveness of RRH may due to using this intervention for 

households with the lowest housing barriers and highest independent 

living skills, many of whom likely could have been diverted or could have 

exited homelessness with case management services alone. Its impact on 

the overall homelessness response system is unclear since it is not yet 

integrated into the MCFDA process. 
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Recommendations 
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ICF’s recommendations fall 

into three categories: 
 Improving Governance

Strengthening System Performance

Other General Recommendations 

ICF
Recommendations 
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Recommendations for Improving 
Governance

Recommendation 1: Develop CoC-wide written standards and 

update policies and procedures that document how the MCFDA 

process is implemented.

The lack of any CoC-wide written standards and limited CoC policies and 

procedures governing the MCFDA process not only make the CoC out of 

compliance with the CoC Program interim rule and ESG Program interim 

rule (24 CFR 578.7(a)(9) and 576.400) as well as Notice CPD-17-01, but it 

also has led to a great deal of inconsistency throughout the process.

Developing these standards and updating existing policies and procedures 

will ensure that Front Door Agencies are accountable to following the 

same standardized approach. 

58



Recommendation 2: Develop standardized training 

curriculum and establish standardized training 

requirements for all Front Door Agencies and staff 

administering the FDA Intake and the FDA 

Comprehensive Assessment. 

There is currently no written guidance related to any aspect of the 

assessment tool making the administration of it very subjective. 

The lack of training at the CoC level further leads to 

inconsistencies in how the tool is administered and less valid and 

reliable scores for the Independent Living Skills checklist and 

Housing Barriers screen. 
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Recommendation 3: Make improvements to the Montgomery County 

Front Door Intake and Comprehensive Assessment Tool. 

 ICF recommends making changes in the short term and in the long term to pursue 

a more comprehensive research evaluation of the tool in partnership with a local 

university. 

 Short term recommended updates include: 

– remove unnecessary and duplicative questions; 

– develop written guidance for how to complete each part of the tool; 

– revise questions to focus on strengths and reduce potential for trauma. 

 ICF recommends revisiting assessment score thresholds and the linkages between 

the two assessment tools to ensure that scarce resources are being used as 

effectively as possible and that reallocation strategies are meeting actual need 

rather than perceived need. 
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Recommendation 4: Establish a managing entity to 

oversee the implementation of the MCFDA process. 

There needs to be a single organization (could be Homeless 

Solutions) or committee that is delegated with the responsibility for 

monitoring operations, compliance and effectiveness of the system 

components and partners. This will improve overall accountability 

and transparency of the process and will allow for more real-time 

analysis and evaluation of the process. 

The role of a managing entity is also to ensure that Front Door 

Agencies are aligned with the vision and goals of the CoC and the 

MCFDA process and not simply their own organizational goals and 

philosophies.   
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Recommendation 5: Establish a team that makes 

housing placement decisions.

 Currently, all housing placement decisions (for TH and PSH) are 

made by a single staff person within the county and that process is 

managed outside of HMIS. It is important to have a clear and 

transparent decision making process for housing placements. 

Having a small team of County staff that make decisions—as 

opposed to one staff person—will allow for more transparency and 

accountability and will limit the possible perception of bias or 

conflict. 
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Governance



Recommendation 6: Strengthen HMIS Support for MCFDA 

process.

The HMIS implementation could be strengthened and better integrated 

into the Front Door process by incorporating functionality related to wait 

list management to ensure that decisions related to assessment, 

prioritization, and referral are transparently made in the system rather than 

external data management platforms. 

Revisions to the assessment tool and process could eliminate redundant 

data elements and increase data quality, while further training on both the 

administration of the FDA Intake and FDA Comprehensive Assessment –

as well as data collection and entry practices – will increase the accuracy 

and consistency of HMIS data. 
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Recommendation 7: Reorient the goal of emergency shelter 

and align with best practices. 

Currently, the path to accessing targeted resources for addressing 

homelessness and housing instability requires a stay in a Gateway 

shelter. Although the CoC has reduced the amount of emergency shelter 

in recent years, the data shows that the majority of people accessing 

shelter are able to exit on their own in a very short period of time. 

 ICF recommends continuing to right-size the amount of shelter available 

within the community in conjunction with RRH and PSH to ensure that 

emergency shelter resources are only being used to serve those 

households that are experiencing a true crisis.  ICF also recommends 

reviewing all shelter policies to remove unnecessary rules and 

programmatic barriers. 
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Recommendation 8: Implement more targeted 

diversion strategies prior to entry into shelter. 

The CoC will continue to have rising numbers of persons entering 

homelessness unless it implements more targeted diversion 

strategies to prevent people from entering shelter in the first place. 

As the CoC works to right-size it’s availability of emergency shelter 

it could repurpose some of that funding to provide for a trained 

diversion specialist at each Gateway shelter. 
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Recommendations for Strengthening 
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Recommendation 9: Expand RRH and require all referrals are made 

through the MCFDA process and not by the agency providing the 

assistance. 
 Since 2011, the CoC has only created 186 units in total with 117 targeted to families and 69 

targeted to individuals

 ICF recommends additional evaluation of the resource allocation within the CoC in order to 

right-size all components within the system

 ICF recommends a programmatic evaluation of RRH programs within the CoC to evaluate 

effectiveness and make programmatic improvements

Recommendation 10: Reallocate PSH resources to support the 

expansion of more RRH. 
 More system modeling needed to better estimate actual need

 Evaluation revealed that the CoC has likely created more PSH than needed  

 CoC should consider reallocation strategy that includes the conversion of PSH to RRH 
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Recommendations for Strengthening 
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Recommendation 11: Implement more dynamic prioritization 

and referral policies.  

Currently, there are separate prioritization guidelines and referral criteria 

for each intervention type which results in very rigid and static referral 

decisions.  

A more dynamic prioritization schema would ensure that highest-need 

households are prioritized across all available resources and that referral 

and matching decisions are based on a case-by-case basis and not on a 

set of rigid criteria that results in higher need households waiting longer for 

a housing placement. 

Embrace a more progressive-engagement approach to ensure that 

assistance is tailored to each client’s unique and specific needs. 
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Recommendation 12: Recommendations for working with 

people from outside of the CoC’s geographic area. 

Keep shelters accessible

–CoC should not establish a requirement that persons seeking assistance 

need to provide ‘proof of residency’ in order to access emergency shelter

– CoC should develop policy that establishes a consistent approach for 

assisting households from outside of geographic area

Could adopt a residential preference for housing resources. 

–CoC could consider adopting policies that give preference for housing 

and services beyond emergency shelter to those clients who are able to 

establish that they were residents within the CoC for at least 30 days 

immediately prior to entering emergency shelter.
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Other General Recommendations



Next Steps
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 Following onsite visit, ICF will work with Homeless Solutions 

to develop and finalize Implementation Plan 
 Implementation plan will provide a framework for moving forward with recommendations

 Provide a timeline and identify responsible parties 

 Community will begin taking steps to adopt and implement 

recommendations made by ICF 

 ICF will support the initial execution of implementation plan by 

providing up to 5 remote trainings on topics identified by 

community 



Questions?
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