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TOW / PATH 

Homeless Case Management 
BHD/CSE 

Grace Guerrero x4846 
America Caro x4865 

Program 

Purpose 

Engage consumers who experience homelessness and behavioral health 

challenges in treatment and link them to supports to reduce homelessness. 

Program 

Information 

• Treatment on Wheels/Programs for Assistance in Transition from 

Homelessness (TOW/PATH) services are for individuals with serious mental 

illness, including those with co-occurring substance use disorders, who are 

experiencing homelessness or who are at risk of becoming homeless. 

• Services include community-based outreach and case management to assist 

clients and facilitate linkage to longer-term behavioral healthcare and other 

support services. 

• Open group services are provided in community shelters four days a week. 

Groups cover such topics as independent living, substance use, and 

community reintegration. 

• Outreach services are provided at the homeless person’s location, which 

helps those seeking assistance to receive services without concerns of 

potential barriers, such as transportation. 

• TOW/PATH serves as the front door to a continuum of care, including mental 

health and substance use services, and primary healthcare. 

• TOW/PATH clinical staff have extensive experience in working with homeless 

persons and victims of domestic violence; crisis services; case management, 

including advocacy and collaboration; and assessment and treatment of 

adults in individual and group counseling. 

• The PATH program (1.0 FTE) is funded through state dollars. 

• The TOW program is funded through county dollars. These funds support 1.8 

FTEs. 
• The Covid pandemic had an impact on the program starting in late March 

2020, with an abrupt halt to outreach efforts, which continued for the final 
three months of the fiscal year. This affected the number of clients served 

and housing placement efforts, as community partners also put their services 
on hold. This limited opportunities for clients to apply for apartments, get 
IDs, visit Social Security offices, etc. 

• Partners include 

o A-SPAN Homeless Services Center shelter 

o Residential Program Center shelter and substance use stabilization 

program 

o Doorways for Women and Families and Doorways Safe House 

o Bridges to Independence 

o DHS Economic Independence Division Clinical Coordination Program 

o Hospitals 

o Arlington Public Library 

o Arlington residents 

PM1: How much did we do?  

Staff • Total 2.8 FTEs: 

o 0.8 FTE Supervisor 
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o 1.0 FTE Mental Health Therapists 

o 1.0 FTE Outreach Worker 

Customers 

and 

Service  

Data 

 

 FY 2018 FY 2019 FY 2020 

Number of identified individuals served 

(unduplicated) 
223 125* 95 

Number of PATH outreach clients 

(unduplicated) 
338 80** 55 

Group sessions offered in shelter 

locations*** 
72 166 93 

*In FY 2019, due to decreases in the homeless population in Arlington and successful connections 

to outpatient services completed by the team, TOW/PATH team took over additional 
responsibilities. These include competency restoration work, magistrate calls and running the 
Forensic Reentry Unit program. 
**In the past, outreach clients included identified individuals who were not actively engaged with 
TOW staff. In FY 2019, this measure changed to capture only actively engaged clients. In 

addition, resources were shifted to incorporate outreach to businesses to address challenges such 
as trespassing.   

***The number of group sessions varies each year as program offerings are revised to align with 
the needs of the population. 

 

PM2: How well did we do it? 

2.1 Days from intake to first service 

2.2 Clinical documentation compliance 

PM3: Is anyone better off? 

3.1 Clients who obtain permanent housing 

3.2 Connection to behavioral healthcare providers 

3.3 Access to psychiatric services 

3.4 Linkage to physical healthcare 
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Homeless Case Management 

Measure  2.1 Days from intake to first service 

Data 

 

 
Data 
Summary 

• Data collection began in FY 2020. 
• Clients waited as little as one day from Intake to their first clinical 

appointment, and as much as 22 days. The average number of days is 

reported here. 
• Data is obtained through a database created for and maintained by TOW 

staff. 

What is the story behind the data? Recommendations 

• In FY 2020, all clients who started TOW 
services went through the same-day 

access process. This allows potential 
clients to walk in for assessment, with 
the potential to start services sooner 

than under the previous intake process. 
• The TOW team is flexible in offering first 

clinical appointment time slots, which 
facilitates rapid connection to services.  

• Continue to collect and monitor the time 
from intake to first service. 

• Review data collection to determine 
whether this data can be reported from 
the electronic health record. 

Forecast 

• It is expected that an average of five days will elapse from intake to first service. 
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Homeless Case Management 

Measure  2.2 Clinical documentation compliance 

Data 

 

 
Data 
Summary 

• The Compliance Review Team (CRT) and the program manager review the 
same charts each month and come to consensus on scores when there is a 
discrepancy. 

• Of the 30 charts reviewed, 27 (90%) were rated as “excellent,” scoring 90% 
or above on the criteria reviewed. 

What is the story behind the data? Recommendations 

• Documentation compliance improved 

significantly in FY 2020 due to ongoing 
monitoring by the supervisor and 

collaboration with CRT. The supervisor has 
implemented checklists, flow charts and 
group discussion to assist with improving 

compliance. 
• Areas of strength included thorough 

progress notes for face-to-face services. 
Challenges included completing risk 
screenings as required. 

• Continue monthly chart reviews. 

• Continue working with CRT staff to 
improve inter-rater reliability. 

• Continue to schedule meetings to 
align expectations across reviewers. 

• Mandate staff completion of risk 

screenings and provide coaching as 
needed. 

Forecast 

• For FY 2021, it is anticipated that 90% of charts will be rated “excellent” upon review 
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Homeless Case Management 

Measure  3.1 Clients who obtained permanent housing 

Data 

 

 
Data 

Summary 

• Program staff track clients’ housing status in a spreadsheet. This chart 

reflects the number of clients who obtained stable housing at any point 
during the fiscal year while receiving TOW/PATH services. 

What is the story behind the data? Recommendations 

• In FY 2020, 16% of TOW/PATH clients were linked to 

housing during program enrollment, a decrease from FY 
2019. 

• At the end of FY 2020, several clients were on the 

waiting list for housing. Clients on average wait 8 to 16 
months to get housed, and sometimes longer. 

• There are multiple barriers that limit clients’ ability to 
obtain and maintain stable housing. As the County’s 

Action Plan to End Homelessness proceeds, the 
remaining homeless clients face some of the largest 
barriers. 

• Clients who obtain housing often lose it because of 
ongoing issues. Being evicted makes it more difficult to 

get these clients rehoused. 
• Some clients served by the TOW program and transferred 

to outpatient therapy obtain housing after transfer. These 

clients are not counted in this measure. 

• Continue partnering with 

county initiatives to 
provide the necessary 
stabilization activities to 

increase the possibility of 
a lasting housing 

placement for clients. 

Forecast 

• In FY 2021, it is expected that 20% of clients served by the program will be linked to 
stable housing at one point during the year. 
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Homeless Case Management 

Measure  3.2 Connection to behavioral healthcare providers 

Data 

 

 
Data 
Summary 

• Data reflects all closed TOW/PATH clients who received services from 
Arlington CSB outpatient behavioral healthcare providers after receiving 
services from the TOW/PATH program. 

What is the story behind the data? Recommendations 

• All of the clients served by the TOW/PATH 
program have a serious mental illness 
and/or a substance use issue. One of the 

goals of the program is to link these clients 
to behavioral healthcare services in the 

CSB. 
• The Covid pandemic had an impact on this 

measure in FY 2020. Most TOW clients do 

not have access to the technology to 
participate in telehealth services. Staff have 

assisted clients with obtaining the 
technology or finding alternative ways for 
clients to engage in services. 

• Work with intake staff to review 
criteria and establish continued 
monitoring prior to first clinical 

appointment. 
• Continue to explore closer community 

connections with BHD outpatient staff, 
such as having staff accompany 
TOW/PATH workers to visit with 

potential clients in the shelter before 
arranging a meeting in the office. 

• Continue exploring technological 
solutions to barriers faced by this 
population, such as wifi phones and 

hubs in the shelter. 

Forecast 

• It is anticipated that 35% of clients served in FY 2021 will be linked to behavioral 
healthcare services in the CSB. 
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Homeless Case Management 

Measure  3.3 Access to psychiatric services 

Data 

 

 
Data 

Summary 

• Data reflects all TOW/PATH clients who received services from Arlington 

CSB psychiatric providers after beginning services from the program. 

What is the story behind the data? Recommendations 

• In FY 2020, the percentage of clients linked 

to CSB psychiatric services was down from 
the previous two years. 

• The Covid pandemic had an impact on this 
measure in FY 2020. Most TOW clients do 
not have access to the technology to 

participate in telehealth services. Staff have 
assisted clients with obtaining the 

technology or finding alternative ways for 
clients to engage in psychiatric services. 

• As TOW continues to help clients achieve 

stability, remaining clients may have 
additional challenges. Program staff noted 

an increase of clients who felt cautious 
about engaging with community services 
and declined the opportunity to meet with 

the psychiatrist. 
• Successful linkage to psychiatry is due to 

collaboration with prescribers in weekly 
meetings and easy access via the Crisis 
Intervention Center. 

• Continue regularly scheduled 

collaboration with psychiatric staff to 
monitor services and identify clients 

who may be having challenges with 
accessing services. 

• In the first half of FY 2021, explore 

improving access to telehealth 
support in homeless shelters. 

Forecast 

• For FY 2021, it is anticipated that 35% of clients served will be linked to psychiatric 

services. 
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Homeless Case Management 

Measure  3.4 Linkage to physical healthcare 

Data 

 

 
Data 

Summary 

• Data reflects all TOW/PATH clients who received services from the 

Neighborhood Health primary care initiative after beginning services from 
the program. 

What is the story behind the data? Recommendations 

• In FY 2020, the percentage of clients linked to 

the primary-care program continued trending 
down. 

• Program staff noted an increase of clients who 

felt cautious about engaging with community 
services in FY 2020. Very few TOW clients have 

enrolled in Medicaid, despite their eligibility. 
• The TOW/PATH program recognizes the 

importance of access to primary health care. 

Clients are offered a referral to the Neighborhood 
Health program at intake. 

• Linking clients to Neighborhood Health can be 
more challenging than linkage to internal 
psychiatric services, since Neighborhood Health 

is a separate entity with separate record-keeping 
systems, which makes it difficult for TOW/PATH 

staff to monitor services. In addition, 
Neighborhood Health made changes to 
administrative and referral processes, which led 

to delays in seeing clients. 

• Continue exploring options for 

developing a closer collaborative 
relationship with Neighborhood 
Health staff to improve linkage to 

services, including regular case 
consultations to identify clients 

who may be having difficulties 
following through with 
appointments. 

• By FY 2021 Q3, explore 
improving information exchange 

through access to Neighborhood 
Health record system or 
instituting regular reporting. 

Forecast 

• In FY 2021, it is anticipated that 25% of clients will be linked to physical healthcare. 
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