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2023 VA Permanent Housing Conference

Coordinated Entry Systems for Veterans



Agenda

I. Welcome and Introductions

II. Context and VA’s Goals

III. Services for the Underserved (SUS) – New York

IV. Catholic Community Services – King County WA

V. Tibor Rubin VA Medical Center

VI. Discussion and Q&A



Who is in the room?

• SSVF Staff
• HUD-VASH Staff
• VA leadership
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Coordinated Entry &
VA’s National Housing Goals



Vision for a One Team Approach

The Homeless Program Office has embraced a One Team Approach 
as it strives to meet its calendar year goals and the broader goal of 
ending homelessness among Veterans. This means, quite literally, 
that all VA homeless programs and services are integrated as “One 
Team”, breaking down traditional silos and adjusting protocol and 
program operations to meet the needs of individual Veterans in 

accessing and retaining permanent housing.



Vision for a One Team Approach

• Not one resource left untouched.

• Not “my” Veteran, “Our” Veteran.

• Elevating project and system level best practices:
o By Name List management
o Case conferencing
o Program flexibilities, services and co-enrollment
o Proper assessment and follow up referral
o Tenancy supports and response



Core Elements of Coordinated Entry



Core Features of Effective Coordinated Entry

• Access through in-reach, outreach, assessment and prioritization protocol.

• Rapid access (i.e., same-day) to emergency services for people who are unsheltered or otherwise in 
unsafe situations.

• Diversion, Rapid Exit and Problem-Solving approaches to help people avoid homelessness or end their 
homelessness quickly, often through natural community or family supports.

• Phased Assessment approach where information is only collected as needed to help inform housing 
options relevant to that Veteran’s desires, needs and general eligibility.

• Dynamic referral protocol that link most vulnerable or highest barrier Veterans to most appropriate 
resource that is available at that time, even if that resource is not ideal or needs to be adjusted later.

• Immediate intake and enrollment for housing programs upon referral with targeted housing goals and 
navigation supports.



Core Principles of Effective Coordinated Entry

• Housing First – Rapid access to housing services without preconditions such as sobriety, treatment, 
income or other clinical goals.

• Client Choice – Veterans have agency and choice in the types of services or housing they want to 
pursue even if options for those choices are limited based on housing or resource availability.

• Crisis Response – Recognizes that homelessness is a crisis, and that housing is the primary tool for 
ending that crisis.

• Progressive Engagement – Promotes strategies that allow the intensity of services or housing 
interventions to increase only as needed, especially where more intensive resources are scarce.

• Equity – Ensure that access, assessment, prioritization and referral protocol proactively advance 
equitable housing outcomes for historically marginalized groups.



• Dedicated Veteran Leadership Team and/or Coordinated Entry Team to support processes and 
protocol for connecting Veterans to housing pathways.

• Defined roles and leadership from Veterans with lived experience, including feedback from those 
enrolled in or previously part of programs.

• Case Conferencing protocol and implementation that help bust barriers on an individual Veteran 
level while also reviewing broader housing options for Veterans.

• Effective, proactive by-name list management, including data sharing protocol between VA and 
non-VA partners.

• Real time tracking of referrals, housing enrollment opportunities and outcomes.

• One Team philosophy of cross-program collaboration, co-enrollments and warm hand offs.

Implementing Coordinated Entry for Veterans



• SSVF and HUD-VASH Collaboration Memo (Collaborative Case Management)
– Progressive Assistance
– Bridging
– Targeting Veterans in Emergency Housing

• Grant & Per Diem and HUD-VASH Collaborative Case Management 

• SSVF Incentives and other TFA to support housing placements across programs

• Co-enrollment in SSVF/HUD-VASH for GPD and HCHV Veterans needing 
ongoing housing supports

Program Collaboration and Co-Enrollments



Community Presentations



SSVF Provider Coordination in 
Shared Geography



Background of SSVF in NYC
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• Since the inaugural year of SSVF there have been multiple grantees in New 
York City offering the same program

• At its height, seven providers operated a total of nine unique grants in the 
same large COC 

• Two VHA Medical Centers with three hospitals and multiple community 
clinics



The Need for Close Collaboration 

New York City has a very complex human services and veterans services system 
– The dynamic nature of this system demands close coordination and open dialogue 

between providers (beyond monthly reporting or case conferencing alone).
– Additionally, HMIS in NYC is a data warehouse, not an open system, and our 

Coordinated Assessment and Placement System continues to be expanded and 
improved 
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Weekly Engagement of Providers
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• The SSVF providers in NYC, in coordination with VA program office and TAC TA 
meet weekly to address system needs and programming. 
– Our focus has changed over time based on real time needs of veterans in the 

community and the local system
– At its core, the Provider Meeting aims to accomplish the following:

• Foster a collaborative, not competitive, approach to service delivery and community 
planning/engagement

• Enhance provider problem for system issues and unique veterans’ needs
• Build and maintain trust and transparency across providers
• Implement, pilot or enhance new program initiatives and emerging best practices



Provider Collaboration (continued)
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• Standing Agenda Items included:
– Outreach Coordination – including COC and VAMC Rapid Resolution and Front-Door 

Engagement 
– Shallow Subsidy Case Review 
– Prioritization of Landlord/Tenant Incentives 
– Leveraging of  agencies’ non-SSVF resources to support the complex needs of vets



Feedback and Discussion 

18

• Benefits of the approach
• Lessons Learned
• Panel Discussion/Q&A



Veteran 
Coordinated 

Entry System:
Reducing 

Homelessness in
King County



VOLT: Veteran Operational 
Leadership Team
The Veteran Operational Leadership Team (VOLT) was started in 2014 as a group of service 
providers taking a systems-level approach to reducing veteran homelessness in King County. VOLT 
advocates for policies and resources to best meet the housing needs of homeless veterans in our 
area.

Group members currently include non-profit SSVF providers, VA Puget Sound, King County 
Veterans Program, Washington Dept. of Veterans Affairs, King County Regional Homelessness 
Authority (KCRHA), housing navigators, and GPD providers. This meeting is intended for 
leadership staff.



Veteran Case Conferencing

Weekly case conferencing serves to match Veterans on the By Name List with permanent housing
plans, based on veteran eligibility, preference, and available resources.  Case Conferencing is 
facilitated by KCRHA, who sends a workbook containing all resources available via coordinated 
entry, all newly assessed Veterans and those in need of re-review, to attendees.

Group members currently include non-profit SSVF providers, VA Puget Sound, King County Veterans
Program, Washington Dept. of Veterans Affairs, King County Regional Homelessness Authority,
housing navigators, and GPD providers.  This meeting is intended for direct service providers.  









The Veteran By-Name List (VBNL)
King County’s Veteran By-Name List (VBNL) is an active list of veterans in King County who are 
literally homeless and serves to match those veterans with a housing plan, based on veteran 
eligibility, preference, and available resources.

Newly assessed veterans are reviewed weekly in case conferencing and assigned a housing plan, 
with housing navigators available to assist veterans as they work to move into permanent housing.

An accurate and up-to-date VBNL with regular analysis helps us identify trends in veteran 
homelessness, where we should target outreach, system gaps, and where ongoing resources are 
needed.



How we use the VBNL
The VOLT team uses the VBNL to help target resources and identify system gaps in serving
homeless veterans. Projects include:

 Veteran status verification process 
(utilizing multiple system partners)

 Identified veterans on VBNL newly 
eligible for VASH through expanded 
eligibility

 Identify Veterans eligible for 
External fill and Veteran set asides

 Find and merge duplicate HMIS 
profiles

 Target outreach to those who are engaged
with no housing plan

 Created a ‘re-review’ mechanism for a 
secondary or tertiary case conferencing of 
a veteran

 Created tracking system of those who 
declined permanent housing

 Fix coding issues to ensure data 
integrity in who is pulled onto VBNL



Populating the VBNL:  The VBNL Form

Taken from 
the Veteran’s 
System 
Resource 
Orientation 
power point.



Veteran Homelessness in COVID

Reduced Veteran 
Homelessness/ VBNL

Expanded 
programming

Data analysis

Additional 
Resources Through a combination of data 

analysis, expanded 
programming/partnerships, and 

additional federal and local resources, 
we saw a roughly 40% decrease in the 
VBNL between December 2020 and 

June 2022.



Programming & Resources

Increased funding and new programs led to housing more homeless veterans
◦ Expanded eligibility with VASH (to include OTH)
◦ VASH/SSVF Expanded Partnership
◦ Collaborative Case Management
◦ Emergency Housing Assistance

Pairing local + federal funding across partners created more seamless systems working together in a 
progressive engagement model to reduce street homelessness and reduce time to move into 
permanent housing

Co-location of services at multiple community hubs and more efficient assessment led to more 
streamlined case conferencing and subsequent placements into housing

Funding for hotel stays for those without shelter options allowed for better follow-through with case
management and housing navigation while veterans awaited a housing plan/placement



Where We Are Now
Projects in the past year:

◦ Centralized information hub for partners
◦ Reviewing race/ethnicity equity data
◦ How to engage with de-identified veterans
◦ Assessment of VBNL and matching resources in CoC (+gap analysis)
◦ Serving imminent risk veterans (CRRC same-day VASH, community

partners)
◦ Targeted outreach to those who are engaged with no housing plan
◦ Confirming homelessness status/chronicity
◦ Ongoing training to community partners about VBNL



Where are we going?

• What to do with race/ethnicity data?
• How to engage and track those who are de-identified?
• How to fill open units more quickly?



VA Long Beach Healthcare System



“None of us is as smart as all of us”
Ken Blanchard

Kerry Loy Winter, LCSW
B.S. in Biology, University of Tennessee
M.S.S.W., University of Tennessee
M.T.S., Vanderbilt University



Community Partners
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Christian Artizada, MPA          
Lead Coordinated Entry Systems (CES) Matcher
Community Program Specialist
Health and Human Services Department
Homelessness Division – Multi-Service Center
1301 W. 12th Street | Long Beach, CA 90813

Carisa Krikke
Program Manager
Operation Health Homecoming
Mental Health of America, Los Angeles, 
(MHALA)



Communications before our weekly meetings
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10 staff VA

MHA

US Vets

City of Long 
Beach 

Coordinated  
Entry System
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(10 VA Staff on Intake & Housing Teams )      (10-30 Veterans each)      
(5 MHA Staff) (10 Veterans) (5 US Vets Staff)(10 Veterans)

(2 Coordinated Entry Staff) (50)

(Staff Changes) (Human error)/ policy changes and new funding allocation



“Too Many Cooks in the Kitchen?”
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That’s not my job, 
their case manager 

is doing it!

What have they 
been doing this 
whole time?

I’ve left so many 
messages; they 
never call me 

back!

We’re Doing 
Double Work!

The Veteran 
doesn’t even know 
who their case 
manager is!



Staff’s initial reaction to a new meeting
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Where We Began
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Where We Began
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Carisa Krikke
• https://youtu.be/wPBYE7F1p-g
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https://youtu.be/wPBYE7F1p-g


1 Year In (5.10.2022)
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1 Year In
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1 Year In



Christian Artizada
• https://youtu.be/zzMZ75SzGpE
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https://youtu.be/zzMZ75SzGpE


Where We Are Today
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Where We Are Today
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Where We Are Today
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Tips

• Have a list of who the partners are & keep it up to date
• Get to know the partners on an individual level
• Share your guidelines
• Make decisions around processes together
• Set specific goals and target dates
• Add a checklist
• Continue to evolve your process
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Next Steps

• Collect feedback from staff regarding adjustments that need to 
be made to process.  We’ve done that several times over the 
years and are due now.

• Identify a target population for deeper dive on case 
consultation.
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Questions and Discussion
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