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EXECUTIVE SUMMARY

Norman and Cleveland County are facing a crisis on the streets, in our shelters, and in our
neighborhoods. Homelessness affects all of us, our families, our neighbors, and our broader community.
Rather than accept what is happening and continue to have hundreds of individuals and families suffer
needlessly, we are choosing to dig deep to evaluate our current system, identify the needs and gaps
within the system, and to develop recommendations to consider what resources can be brought to bear to
improve our approach to homelessness.
Our community is lucky enough to have public entities, nonprofit providers, , volunteers, policymakers,
and business owners working together to o address the complex issues of homelessness every day.
Despite all of the hard work, hundreds of people still live on our streets, unable to obtain stable housing.
We recognize that we cannot resolve homelessness without addressing the system as a whole, including
looking beyond the homeless system to our health care, housing, social welfare, and criminal legal
systems.
In spite of the many challenges facing us right now, we believe we have an important opportunity to come
together to take collective action to address homelessness. Through this Gaps Analysis, we set out to
provide context for us to begin a community-wide conversation that will help us prioritize action steps that
will lead us to the goal of making homelessness rare, brief, and one-time in the region.
Success will only be possible by working together and in partnership with people experiencing
homelessness. We believe that all of Cleveland County can join in this effort, bringing compassion and
courage to help our friends, family, and neighbors who are struggling to find and maintain home.

Darrel Pyle
City Manager
City of Norman, Oklahoma
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INTRODUCTION
The City of Norman, in conjunction with the Norman/Cleveland County Continuum of Care (CoC),
contracted with Homebase — a national technical assistance provider helping communities prevent and
end homelessness — to perform a gaps analysis of the region’s homeless system of care. The purpose
of the gaps analysis is to evaluate the current system, including street outreach, shelter, and housing
programs, and to identify existing system gaps. This report also includes recommendations designed to
improve the homeless system of care and to provide opportunities to build upon current efforts to better
meet the needs of people experiencing homelessness or who are precariously housed in the City of
Norman and throughout Cleveland County. The gaps analysis also represents an important step toward
understanding and addressing racial and ethnic disparities among the homeless population. The
demographic analysis contained in this report is intended to inform policy decisions as the City works to
address any systemic inequities and promote opportunity for all.
The homeless system of care in Cleveland County includes a variety of programs including shelter, street
outreach, and housing programs designed to meet the needs of people experiencing homelessness or to
prevent homelessness across the county. These efforts are multi-sector and supported by local, state,
federal, and private funding sources. Additionally, there are other system partners serving people
experiencing homelessness, including cities and nonprofit agencies, as well as mainstream programs that
are not exclusively dedicated to serving people experiencing homelessness, but each provides significant
support and resources in preventing and addressing homelessness. That so many agencies and partners
across the community dedicate resources as part of the system of care reflects a common interest and
commitment to ending and preventing homelessness in Cleveland County.
For purposes of this report, the best available data was utilized to determine where system gaps exist and
to find areas where additional data is needed to improve services, guide planning, and track equity across
the system of care. Because obtaining consistent quality data for people experiencing homelessness is
one key gap identified in this evaluation, it is recommended that the CoC adopt a data quality plan for
future data collection, performance evaluation, and monitoring. Despite the lack of consistent quality data,
a number of gaps in the system were identified. This report outlines those gaps and recommends
possible solutions to address them.
Within the Norman/Cleveland County area there are many individuals and key stakeholders who are
extremely passionate about the issue of homelessness and its impacts on the region and who care about
resolving homelessness in a way that positively impacts the community in which they live. However, there
are also deep divides about the best course of action to accomplish that goal. This report endeavors to be
transparent about conflicting feedback and identify areas where the existing tension may in fact impede
efforts to address homelessness.
Over 85% of community survey respondents either agreed or strongly agreed that it is possible to
significantly reduce homelessness in Cleveland County. Given that consensus, the process of identifying
the gaps and considering potential solutions can help identify a path forward to provide housing and
services to people experiencing homelessness and to improve conditions in the community that are most
impacting area residents. This report can be a first step in fostering dialogue between all interested
parties and begin the process of identifying the strategies and next steps that will advance collective
action.
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M ETHODOLOGY
Homebase carried out the Gaps Analysis for the Norman/Cleveland County Continuum of Care (CoC)
between January and June 2021 to identify key gaps and needs to inform the City and CoC’s plans to
reduce and end homelessness. The methodology to complete this analysis relied on a combination of
quantitative and qualitative data sources to determine existing resources and unmet needs. Quantitative
methods used to assess the performance of the homeless system of care included collecting and
analyzing data from housing and services providers and from annual Point-in-Time (PIT) counts of
individuals experiencing homelessness in the region.
Most housing and service providers who receive public funding are required to enter client information
into the Homeless Management Information System (HMIS) that includes data of client demographics,
housing status, disabilities, and sources of income and non-cash benefits. HMIS data also serves as the
chief source of information for tracking system performance such as the Department of Housing and
Urban Development (HUD)-mandated System Performance Measures (SPMs) and the Longitudinal
Systems Analysis (LSA). Local HMIS-participating housing and service providers within Cleveland County
are Catholic Charities (Women’s Sanctuary), the City of Norman, Food and Shelter, HOPE Community
Services, the Oklahoma Department of Mental Health Substance Abuse Services, the Salvation Army,
and Thunderbird Clubhouse. Data entered in HMIS by the Coordinated Entry System was also used in
this analysis.
The Point-in-Time (PIT) count is a biennial census of sheltered and unsheltered persons in a CoC. PIT
counts are conducted during a single 24-hour period in January and record demographic information
about people experiencing homelessness. The Housing Inventory Count (HIC), an annual inventory of
shelter beds dedicated to people experiencing homelessness and permanent housing beds dedicated to
formerly homeless persons, is completed on the same date as the PIT count. Data collected as part of the
most recent unsheltered PIT count (2020) and HIC (2021) were used in this analysis, as were past
counts. Local planning documents and CoC policies and procedures and competition materials were also
consulted to help assess the capacity of existing housing and services within the system.
To write the analysis, Homebase also relied on key qualitative data sources, including:
•

•

•

Surveys administered by the City of Norman and the CoC and
answered by more than 500 community providers, local residents,
people with lived experience of economic insecurity and/or
homelessness, and business representatives.
Interviews with more than 22 stakeholders across Cleveland County,
including housing and service providers, public officials, business
representatives, and city staff members. (A list of organizations
interviewed is in Appendix B)
Focus groups, including individual adults experiencing homelessness,
heads of households of families experiencing homelessness, and
individuals and families with recent experiences of homelessness. (A
list of locations where focus groups were held is in Appendix B)

Qualitative Data
500
surveys
22
interviews
5 focus
groups
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In the surveys and during interviews, questions asked of the participants included:
•
•
•
•
•
•

What causes economic insecurity and homelessness?
What barriers exist to access and what resource gaps exist within the homeless system of care?
What is the impact of homelessness on the community?
What are the greatest needs for those experiencing homelessness and economic insecurity?
What impact has the COVID-19 pandemic had on homeless service providers and individuals
experiencing homelessness and economic insecurity?
What are some possible solutions for homelessness?

An analysis of the homeless system of care would be incomplete without the direct perspective of
individuals experiencing homelessness or those with recent experience of homelessness. Five focus
groups were held with a diverse range of individuals with current or recent lived experience of
homelessness, including heads of households of families experiencing homelessness. The focus groups
were held at Food and Shelter, Thunderbird Clubhouse, the Salvation Army, and Catholic Charities.
During the focus groups, clients discussed their experiences navigating the homeless system, the
challenges of connecting with services or housing opportunities, and the impact of homelessness on their
health and welfare. All focus groups were held virtually through Zoom video conferencing software with
the assistance of the providers. In addition to the focus groups for persons with lived experience, a survey
specifically designed for individuals with lived experience was administered by local providers and
outreach teams. Over forty surveys were completed and collected.
An Advisory Committee, which helped organize and publicize focus groups for individuals with lived
experience, provided feedback on initial qualitative data gathered. The Advisory Committee members
included staff from First National Bank, Food & Shelter, the Homeless Alliance, the Norman Housing
Authority (NHA), the Oklahoma Department of Mental Health Services, the Pioneer Library, the Salvation
Army, Thunderbird Clubhouse, and the United Way.
The Gaps Analysis is based on the most recent data available at the time of the analysis. It represents
the input of many stakeholders, including the private and public sectors, homeless service providers, local
advocates, behavioral health experts, members of the business community, jurisdictional leaders from the
City of Norman, and people with lived experience of homelessness.
Drawing on the extensive feedback, Homebase identified 7 key priority areas for action to be considered,
each described in a separate section of the report below. These areas include:
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Opportunities for Safe and
Affordable Housing

Transportation to
Employment, Services, and
Shelter

Low-Barrier Housing and
Day Services

Coordinated Prevention
Assistance

Supportive Services

Robust Data Collection
and Analysis

Coordination and Communication to Ensure Effective Use of Limited Resources

The Gaps Analysis is divided into two main sections. First, it provides a background section that presents
an overview of Norman/Cleveland County and the homeless system of care, including a description of
individuals currently experiencing homelessness in the County, and a review of existing housing stock.
Second, it identifies the primary gaps and barriers that exist in the current homeless system and offers a
summary of recommendations that outline potential solutions to each of the identified gaps as well as
other challenges within the homeless system.

BACKGROUND
H ISTORIC AND E CONOMIC C ONTEXT
Cleveland County is the third most populous county in Oklahoma, with approximately 284,014 residents.1
It is home to the cities of Etowah, Hall Park, Lexington, Moore, Noble, Norman, and Slaughterville. The
largest city in Cleveland County is the City of Norman, which is home to 45% of county residents
(124,880).2 Favored for its proximity to the nearby state capitol of Oklahoma City, located 15 miles north,
Norman is home to the main campus of the University of Oklahoma and to Griffin Memorial Hospital –
Oklahoma Mental Health Center. As both a commuter city adjacent to the much larger Oklahoma City and
a home to a large University influenced by student rental demands, Norman is challenged to house all
residents and maintain the area as a safe affordable place to live.
Almost 80% of Cleveland County residents are White, with people identifying as two or more races
comprising 6% of the population, Black and African Americans comprising 5.5% of the population,
American Indian and Alaskan Natives comprising 5.3% of the population, and other races comprising less
than 5% of the population. A little more than 9% of Cleveland County identifies as Hispanic/Latinx.
According to the U.S. Census Bureau, 94% of individuals over age 25 are high school graduates in the
City of Norman. In the county of Cleveland, that number is 92% (the national and state equivalent is
88%). Forty-three percent of Norman residents have a bachelor’s degree (compared to 33% for the

1

QuickFacts, Cleveland County, Oklahoma, U.S. Census Bureau.

2

Quick Facts, City of Norman, Oklahoma, U.S. Census Bureau.
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County and 26% for Oklahoma).3 In addition to the high education rate, Cleveland County also has a
higher median household income than the median for both the state of Oklahoma and the United States.
Despite the high levels of education and median income, the City of Norman has a high poverty rate,
especially in comparison to the County of Cleveland. In the City of Norman, close to 18% of residents live
at or below the Federal Poverty Level (FPL). In the County of Cleveland, close to 12% of residents live at
or below the FPL (nationally, 10.5% live at or below the FPL).4 The FPL for a family of 4 in 2021 is
$26,5005.
The median value of a home in the City of Norman is almost $20,000 more than the County of Cleveland
($183,200 and $165,800 respectively) and $30,000 more than the state of Oklahoma (at $153,300).
Housing prices in Cleveland County tend to be higher than other parts of Oklahoma, with the median
price for an owner-occupied home at $165,000 and the median gross rent $956 per month (both based
on 2019 data).6 In 2019, there were 117,000 housing units throughout the County, the majority of which
were single units (87,000 or 74%). Seventy-one percent of Cleveland County housing units were threebedroom or more (83,595). Less than 10% of housing units were one bedroom. Only 36% of housing
units were renter-occupied.7 While the median gross rent was $956 per month, 41% of rental units cost
over $1,000 per month.
The presence of the University of Oklahoma significantly impacts the economic circumstances in the City
of Norman and surrounding areas. The University brings approximately 31,903 students8 to the
community, which affects the rental market. At first glance, it may appear that Norman has a good crosssection of available units; however, the reality is that most of the units that are available for rental and
ownership are not affordable to a renter or buyer whose monthly earnings are at or below 80% of the area
median income (AMI). Many of the units that are available in that range may be in substandard condition.
The community survey, conducted during March and April 2021, had more than 450 responses from
Cleveland County residents. Many respondents were homeowners who did not work regularly with people
experiencing homelessness. Most respondents felt concerned either for themselves or for someone they
knew about finding an affordable place to stay and believe that many people in their community are just
one or two unforeseen circumstances away from becoming homeless in Cleveland County. A lack of
affordable housing in the area was also a matter of concern among most respondents as well.
The City of Norman's housing needs include that a significant portion of lower income rental households
are experiencing a housing cost burden greater than 30% of income and that lower income renters are
also experiencing overcrowding and substandard housing conditions. The disparity between income and
affordable housing has created a cost burden for a significant portion of the population impacting all
household types. The U.S. Department of Housing and Urban Development (HUD) defines cost-burdened
families as those who pay more than 30 percent of their income for housing and may have difficulty
affording necessities such as food, clothing, transportation, and medical care. Fifty percent or more of
income spent on rent is considered severely cost burdened and a major risk factor for falling into
homelessness. Severe cost burden is considered a high risk for homelessness because a household that

3

QuickFacts, Cleveland County, Oklahoma, U.S. Census Bureau.

4

QuickFacts, Cleveland County, Oklahoma, U.S. Census Bureau.

5

2021 Federal Poverty Levels, Office of the Assistant Secretary for Planning and Evaluation.

6

QuickFacts, Cleveland County, Oklahoma, U.S. Census Bureau.
Selected Housing Characteristics, Cleveland County, U.S. Census Bureau.
8
University of Oklahoma Enrollment Summary Report, Fall 2020.
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is paying a significant share of their income on housing expenses is less able to handle any unexpected
financial demands that may arise such as a health crisis, automotive repair, employment loss, family
crisis, etc. A cost burdened household is also less likely to have the financial savings in place to cover
unexpected costs that arise.
Cost burden (30 to 50% of household income going to housing expenses), extreme cost burden (more
than 50% of household income going to housing expenses), and no cost burden (less than 30% of
household income going to housing expenses) are compared by racial/ethnic group to the city as a whole
in the table below.

Table 1: Housing Cost Burden – Cleveland County
Housing Cost Burden

<=30%

30-50%

>50%

% Population w/
>30% income paid
for housing

7,070
5,130
535

No / negative
income (not
computed)
750
545
15

Jurisdiction as a whole
White
Black / African
American
Asian
American Indian,
Alaska Native
Pacific Islander
Hispanic

30,560
25,235
800

6,550
5,140
285

915
780

175
245

345
310

110
0

41%
42%

8
1,535

0
340

0
450

0
10

0%
34%

32%
30%
51%

Nearly a third of the overall population of Cleveland County experiences a cost burden for housing,
making this population vulnerable to homelessness. In addition, there are variations impacts of cost
burden by race. While the population as whole (all combined) and White residents experience a cost
burden for housing around a third of the time, Black or African American residents experience a cost
burden for housing over half of the time and Asian or American Indian or Alaskan Native residents
experience a cost burden for housing approximately 40% of the time.

H OMELESSNESS IN C LEVELAND C OUNTY 9
The principal data sources used to analyze the homeless population in Cleveland County include:
1. The Point-in-Time count, which provides an estimate of the size of the homeless population
during a single 24-hour period in January.
2. Data entered in the Homeless Management Information System (HMIS) by homeless service
providers operating an Emergency Shelter (ES), Transitional Housing (TH) Program, Rapid
Rehousing (RRH) Program, or Permanent Supportive Housing (PSH) Program in the

9

All data in this report is taken from the Homeless Management Information System (HMIS) Annual Performance Reports (APRs) and/or the
Point-in-Time count (PIT) and/or Housing Inventory Count (HIC) for Cleveland County unless otherwise specified. PIT count reports can be found
on the HUD website at https://www.hudexchange.info/programs/hdx/pit-hic/data-reports/ HUD-funded programs use a definition of
homelessness mandated by the U.S. Department of Housing and Urban Development (HUD). This definition counts people as homeless when
they are living in a place not meant for human habitation (such as an encampment, tent, or vehicle), emergency shelters, or transitional housing.
People who are doubled up or couch surfing are not counted as homeless under this definition.
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Norman/Cleveland County CoC in the form of Annual Performance Reports (APRs) and HUD
System Performance Measures.
3. Housing Inventory Count (HIC) Reports, which provide an inventory of housing conducted
annually during the last ten days in January. The reports tally the number of beds and units
available on the night designated for the count by program type, and include beds dedicated to
serve individuals and families who are homeless.
Homelessness in the region impacts everyone in the community. Despite effective programs and
dedicated providers, the number of people experiencing homelessness in the County continues to be an
issue. As mentioned above, nearly one third of all residents experience a cost burden or severe cost
burden for housing. When such a large proportion of income is spent on housing, any unexpected
expense can lead to homelessness. Each year, hundreds of Cleveland County residents – neighbors,
friends, and co-workers, etc. – experience a crisis that results in loss of housing, and once housing is lost,
it is increasingly difficult to regain economic security and housing stability.
To best address the crisis and develop strategies to fit the unique needs of the region, it is vital to
understand who is experiencing homelessness and to document the needs of this population. Every year,
the Norman/Cleveland County CoC conducts a “Point in Time” (PIT) count provides a snapshot of the
size and characteristics of the homeless population each year on a single day. CoCs are only required to
count the unsheltered population every other year (although the Norman/Cleveland County CoC includes
a count of unsheltered individuals every year). These January PIT counts can be evaluated over time to
determine trends in the characteristics of people experiencing homelessness, which is a critical aspect for
effective planning and performance management toward the goal of ending homelessness. In addition,
data gathered from the programs who serve people experiencing homelessness provide greater insight
into the number of people served in a year and help determine the effectiveness of these programs.
During the last full January PIT count in 2020, volunteers identified 266 men, women and children
experiencing homelessness in Cleveland County, with 146 (55%) of those people living unsheltered on
the streets, in vehicles, or in encampments (refer to Figure 1 below).

Figure 1: Total Population of People Experiencing Homelessness
People Experiencing
Homelessness

Sheltered or
Unsheltered

7%
(19)

55% (146)

45% (120)

93% (247)

Adults

Children

Sheltered

Unsheltered
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The number of people experiencing homelessness in Norman/Cleveland County’s January PIT count has
increased since 2015 by 100%, from 133 individuals in 2015 to 266 individuals in 2020. In 2015, the
majority of people experiencing homelessness were sheltered, but by 2020, more people experiencing
homelessness in the County were living unsheltered. It is important to note that the increase in the overall
homeless population over that five-year span is partially attributable to a more robust annual January PIT
count. In 2018, the CoC engaged in more recruitment and training of volunteers to improve the accuracy
of the January PIT count. However, improvements in the January PIT count methodology only account for
a portion of the increase so other data must be incorporated to understand the trends (Figure 2).

Figure 2: Point-In-Time Count In Cleveland County
400
350
300
250
200
150
100
50
0
2015
Total Homelessness

2016

2017
Unsheltered Homelessness

2018

2019

Sheltered Homelessness

In fact, the number of people who experience homelessness in the region over the course of a year is
much higher than what is measured during the January PIT count. This is, in part, because the January
PIT count only measures the number of people who are homeless on a given day and does not account
for the many people who fall in and out of homelessness during the rest of the year. According to the
Norman/Cleveland County’s Homeless Management Information (HMIS) System Performance Measures
(SPM, Measure 3.2), 427 people in Cleveland County enrolled at an emergency shelter or transitional
housing program during FY2020, while many more Cleveland County residents experiencing
homelessness were unable to access shelter or housing at all. Additionally, over the course of a year,
many more children experience homelessness than are captured by the January PIT count. Under the
federal McKinney-Vento Act, schools are also required to track students experiencing homelessness,
using a definition of homelessness that also includes youth who are “doubled-up” (e.g., with multiple
families sharing the same space).10

C AUSES OF H OMELESSNESS
People become homeless for many reasons, and the precipitating set of circumstances for any one
individual or family may not be the same as for another. However, there are common risk factors and

10

42 U.S.C. §11434(2)(B), McKinney-Vento Act, U.S. Department of Education.
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conditions that exist. Common causes include the lack of
affordable housing, economic insecurity, unemployment or
inadequate wages, and mental or physical health conditions.
Other causes can be a health crisis, substance use or domestic
violence. Some individuals working low-wage jobs are unable
to cover rent, maintain a mortgage, and/or other basic
necessities. For those living paycheck-to-paycheck, a few
reduced working hours, a costly medical bill, or an unexpected
family emergency can be enough to result in a housing crisis.
Older adults are struggling to find affordable housing even
when they may be receiving Social Security or other
mainstream benefits. Without meaningful and coordinated
action, homelessness is likely to continue to grow in
Norman/Cleveland County as more community members lose
their housing and are unable to overcome the barriers to exit
homelessness.

“There are people in the
community that are one
paycheck away from losing
their home. Lots of people are
housing insecure and have lost
their income, they have had
nowhere to go and are
reaching out for services they
never imagined they would be
reaching out for.”
— Local provider

Among residents who accessed the local homeless services system between 2017 and 2019 whose
income was known, 60% reported having no income at all. Among adults who accessed homeless
services during this period, only 14% reported earned income when presenting for services. In addition,
46% of residents reported having no sources of non-cash benefits, such as benefits from the
Supplemental Nutrition Assistance Program (SNAP, formerly food stamps) or the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC), while 59% of residents reported having no
sources of health insurance when presenting for services.
Among residents who accessed homeless services between 2017 and 2019, 27% were either survivors
of domestic violence or were actively fleeing a domestic violence situation at the time they presented for
services. Another 22% experienced chronic homelessness, i.e., had experienced homelessness for at
least one year and experienced a disabling condition; 7% were Veterans; and 7% were youth under the
age of 25.
The lack of health coverage and public benefits is striking given the number of reported health conditions
and disabilities among individuals accessing homeless services. Thirty percent of residents who received
services reported having a mental health problem; while 16% reported having a physical disability; 15%
reported having a chronic health condition; 12% reported experiencing a substance use disorder; 5%
reported a developmental disability; and 1% reported experiencing HIV/AIDS (Figure 3).
•

Among all residents who accessed homeless services between 2017 and 2019 whose disability status
was known, 37% reported at least one disability, while 23% reported having multiple disabilities; and
15% reported experiencing three or more disabilities when presenting for homeless services.
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Figure 3: Disability Status of Individuals Accessing Homeless Services
Mental Health

30%

Physical Disability

Chronic Health
Condition

16%

15%

Substance Abuse

HIV/AIDS

Developmental
Disability

1%

5%

12%

It is important to note that once an individual becomes homeless, it is difficult to overcome the barriers to
exit homelessness. Among the 725 residents who accessed emergency shelter between 2017 and 2019
and whose prior living situation was known, 59% reported experiencing a homeless situation, including
27% who reported coming from an emergency shelter and 29% who reported coming from a place not
meant for human habitation. In contrast, a lower share of residents who accessed emergency shelter
reported coming directly from housing. Between 2017 and 2019, 34% of residents who accessed
emergency shelter reported coming directly from temporary or permanent housing, including 9% who
reported coming from a rental unit with no ongoing subsidy and 5% who reported owning a permanent
housing unit with no ongoing subsidy. In addition, 7% of residents who accessed emergency shelter
between 2017 and 2019 reported coming from an institutional setting, such as jail or prison, a substance
abuse treatment facility or detox center, or a psychiatric facility or hospital.

Living Situation Prior to Accessing Homeless Services
Emergency Shelter

27%

Unsheltered

29%

Institutional
Setting

Housing

34%

7%

F AMILY S TATUS
Homelessness in Norman/Cleveland County is a crisis both seen and unseen. While the community’s
growing unsheltered population has been the source of significant public attention, homelessness for
many other residents is more hidden. This can result in misunderstandings about the tremendous
diversity of Norman/Cleveland County residents – families and individuals, young children, and seniors –
who are experiencing the crisis of homelessness and require additional support to return to housing or to
remain stably housed.
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Between 2017 and 2019, according to statistics from HMIS, 1,861 residents in Norman/Cleveland County
accessed the local homeless services system. Of those 1861, 304 residents accessed prevention
programs seeking help to maintain their housing. Most of the residents who accessed the homeless
system of care during this timeframe were single adults. Among residents who received services from
2017 to 2019, 79% were either single adults or couples without children; 20% were part of family
households; and 1% were unaccompanied youth.
Homeless service providers in Norman/Cleveland County reported enrolling distinct populations in their
respective programs over this three-year period. Among residents who accessed emergency shelter, 88%
were single adults or couples, while 11% were part of family households, and 1% were unaccompanied
youth. In contrast, a mere 39% of residents who accessed transitional housing were single adults or
couples. Among residents who accessed rapid rehousing or permanent supportive housing, 66% and
54% (respectively) were single adults or couples, while 70% of residents who accessed prevention
services were part of family households.

G ENDER
Women comprised 50%11 of Norman/Cleveland County’s general population and 34% of the unsheltered
homeless population in 2020, a dramatic increase from 24% in 2019. Women also comprised 42% of
Norman/Cleveland County’s sheltered population in 2020, an increase from 39% in 2019.
Men comprised 50% of
Norman/Cleveland County’s
general population and 66% of
the unsheltered homeless
population in 2020, a decrease
from 76% in 2019. Men also
comprised 58% of
Norman/Cleveland County’s
sheltered population, a decrease
from 61% in 2019.
While no transgender or gender
non-conforming persons were
identified during the 2019 January
PIT count, one transgender
person was identified during the
2020 January PIT count.

Figure 4: Total Homeless Population Cleveland
County by Gender (2015 v. 2020 Point-in-Time)
300
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80
0
2018

0
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1
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Transgender

Among the 1,584 adults who accessed homeless services in Norman/Cleveland County between 2017
and 2019 whose gender was known, 61% were male, 39% were female, and 1% were transgender or
gender non-conforming.12 While the preponderance of adults accessing homeless services in

11

U.S. Census Bureau, 2019 American Community Survey 5-Year Estimates.

12

Due to rounding, some percentages may not add up to 100%.
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Norman/Cleveland County during this period were single men, important distinctions were observed
across different shelter and housing programs.
On the whole, the gender composition of
residents accessing emergency shelter more
closely mirrored that of the unsheltered
population, while female residents formed a
greater share of clients in transitional housing
and permanent housing programs for formerly
homeless persons. Among adults who accessed
emergency shelter between 2017 and 2019, 65%
were male, 35% were female, and 1% were
transgender or gender non-conforming. In
contrast, transitional housing and permanent
housing programs for formerly homeless persons
reported serving a larger share of female clients.
Thirty-eight percent of adults who accessed
transitional housing were male, while 61% were
female and 1% were transgender or gender nonconforming.

Figure 5: Access to Emergency Shelter v.
Transitional Housing/PSH by Gender
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At the same time, permanent housing programs for formerly homeless persons in Norman/Cleveland
County reported serving a more equal share of men and women. Forty-eight percent of adults who
accessed rapid rehousing were male and 52% were female, while no transgender or gender nonconforming adults accessed rapid rehousing during this period. Similarly, 47% of adults who accessed
permanent supportive housing were male, 52% were female, and 1% were transgender or gender nonconforming. Prevention programs, however, reported serving an even greater share of female residents:
Among adults who accessed homelessness prevention services between 2017 and 2019, 37% were
male, 62% were female, and 1% were transgender or gender non-conforming.

A GE
Adults over 18 comprise 93% of
Norman/Cleveland County’s
homeless population. Adults over
18 but under 65 years old
comprise 65% of the general
population, with 21% of the
population under 18 years of age
and 14% of the population over 65
years of age. Children under 18
years of age comprise only 7% of
the homeless population.

Figure 6: Total Homeless Population Cleveland
County by Age (2015-2020)
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Figure 7: Homeless Population v. General
Population by Race 2019/2020
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R ACE AND E THNICITY
Overall, Norman/Cleveland County has less diversity than the general population of the State of
Oklahoma, with a slightly higher percentage of White residents (78%) living in the region compared to the
state (74%). People of color in Norman/Cleveland County are represented at a lower percentage than the
state as a whole.
An analysis of the Norman/Cleveland County January PIT count revealed distinctions in how different
racial groups are represented among the homeless population compared to the general population. While
Asian and White individuals are underrepresented in the homeless population, Black or African
Americans and Native Americans/Alaskan Natives are two times more likely to be in the homeless
population than the general population (5.5% compared to 11% and 5.3% to 9% respectively).
In addition, the analysis identified important distinctions in how members of different racial groups
experiencing homelessness in the County are represented in local shelter or housing programs. Due to
the small sample size available for some populations, further research may be needed to confirm the
representation of different racial groups among the County’s homeless population. Nevertheless, the
demographic analysis featured in this report demonstrates potential evidence of ongoing racial inequities
in the local homeless system.
In general, the proportion of racial groups who accessed homeless services in Norman/Cleveland County
in recent years mirrored the number of sheltered and unsheltered persons experiencing homelessness
identified during the most recent January PIT count. Among the 1,752 residents who accessed homeless
services between 2017 and 2019 whose race was known, 67% were White; 18% were Black or African
American; 7% were American Indian or Alaska Native; 1% were Native Hawaiian or Other Pacific
Islander; less than 1% were Asian; and 7% were persons of multiple races.
In addition, subtle but important distinctions in access to services among different racial groups were
observed across different program types. While the percentage of White and Black or African American
17

Figure 8: Patterns in Utilization by Race
(HMIS 2017-2019)
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persons who accessed emergency shelter (67% and 17%, respectively) closely mirrored the percentage
of races accessing services across all program types, transitional housing programs and permanent
supportive housing programs reported serving a higher share of White residents and a lower share of
Black or African American residents.
Between 2017 and 2019, 73% of residents who accessed transitional housing were White, while 11%
were Black. Similarly, 69% of residents who accessed permanent supportive housing during this period
were White, while 16% were Black. In contrast, rapid rehousing and homelessness prevention programs
reported serving a lower share of White residents and a higher share of Black residents. Among residents
who accessed rapid rehousing between 2017 and 2019, 64% were White while 19% were Black.
Similarly, 63% of Norman/Cleveland County residents who accessed homelessness prevention programs
during this period were White while 25% were Black.
Among the 1,751 residents who accessed homeless services in Norman/Cleveland County between 2017
and 2019 whose ethnicity was known, 7% were Hispanic or Latino while 93% were Non-Hispanic or NonLatino. While lower rates of Hispanic or Latino residents accessed emergency shelter (6%) and
permanent supportive housing (5%) during this period, transitional housing, rapid rehousing, and
homelessness prevention providers reported serving higher rates of Hispanic or Latino residents (14%,
8% and 13%, respectively).

C HRONIC H OMELESSNESS
Individuals or heads of households experiencing homelessness for a year or longer who also experience
at least one disabling condition are considered chronically homeless. At initial presentation at an
emergency shelter, individuals self-report their chronic status. Once they are assessed and matched for
CoC-funded permanent housing, their chronic homeless status is verified. Among residents who
accessed homeless services between 2017 and 2019, 22%, or 161 persons, were identified as
chronically homeless. While the percentage of residents accessing homeless services who were
identified as chronically homeless has been stable since 2017, the number of residents experiencing
chronic homelessness has steadily increased in recent years. Over the course of three consecutive 18-
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month periods from 2017 to 2021, 74 (2017–2018), 128 (2018–2019), and 134 (2020–2021) residents
who accessed homeless services in Cleveland County were identified as chronically homeless.
Within the Norman/Cleveland County homeless system of care, there were 116 permanent supportive
housing beds available for residents experiencing chronic homelessness in 2020. However, analysis of
the utilization of available housing and services throughout the system of care shows that this is
inadequate. There is a clear pattern of chronically homeless households utilizing housing and services
designed for households with less severe needs and lower vulnerability suggesting that they are being
underserved and are less likely to move out of homelessness and achieve stability. This suggests an
urgent need for improved matching and additional interventions capable of addressing the needs of
individuals and families who are experiencing long-term homelessness.
Among residents who accessed emergency shelter between 2017 and 2019 whose chronic homeless status
was recorded, 33%, or 124 persons, were identified as chronically homelessness, suggesting a need for
additional permanent supportive housing opportunities. In addition, 11% of residents who accessed
transitional housing and 18% of residents who accessed rapid rehousing were identified as chronically
homeless during this period. It is unclear whether these individuals are opting for or are being referred to
these programs that are characterized by a shorter length of stay and fewer supportive services, but this
trend suggests a need for further investigation and supports the conclusion that additional permanent
supportive housing is needed.
It is worth noting that a significant number of residents who accessed homeless services in
Norman/Cleveland County in recent years were of indeterminate chronic homeless status. Among the
1,861 residents who accessed homeless services between 2017 and 2019, 1,123 did not have their
chronic homeless status identified in the system. The rate of residents who accessed emergency shelter
whose chronic homelessness status was unknown has been particularly high: only 25% of residents who
accessed shelter between 2017 and 2019 had their chronic homeless status identified.13 Given the
limitations in data quality, it is important to stress that the actual percentage of residents accessing
homeless services who are chronically homeless may be higher.
In addition, there are few reliable estimates of the rate of chronic homelessness among the population of
unsheltered residents who do not access homeless services. The annual Point-in-Time (PIT) count
captures information on the number of chronically homeless residents in emergency shelter and
unsheltered situations and is typically used by federal and state funders and local policymakers as a key
indicator. However, Norman/Cleveland County has reported that 100% of residents in emergency shelter
and unsheltered situations at the time of the 2018, 2019, and 2020 January PIT counts were experiencing
chronic homelessness. While the rate of chronically homeless residents who access emergency shelter
may be higher than the 33% reported by HMIS-participating homeless service providers, the notion that
all residents in emergency shelter and unsheltered situations would be experiencing chronic
homelessness seems improbable and inconsistent compared to other data reviewed and stakeholder
reports. A reevaluation of January PIT count methodology with respect to the chronic homeless status of
residents in emergency shelter and unsheltered situations, including a review of data entry and data
quality requirements for HMIS-participating homeless service providers, are likely needed to improve local

13

Data on the chronic homeless status of residents in permanent housing programs has been more complete. Seventy-four percent of residents
who accessed rapid rehousing between 2017 and 2019 were identified as either chronically homeless or not chronically homeless, while
permanent supportive housing programs, which limit participation to chronically homeless households, were able to determine the chronic
homeless status of 91% of participants between 2017 and 2019.
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understanding of the scope of chronic homelessness in
Norman/Cleveland County. This is particularly important
given that the data analyzed shows that some
households experiencing chronic homelessness are
currently being underserved. Understanding the level of
need will allow policymakers and the CoC to make
informed decisions.

B EHAVIORAL H EALTH
In 2020 of the 266 people experiencing homelessness,
50% were identified as having a serious mental illness,
a substance use disorder, or both:
•
•

Figure 9: Serious Mental Illness
& Substance Use 2020
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Thirty-seven percent of Norman/Cleveland County residents who accessed homeless services in recent
years reported experiencing a disability. An analysis of HMIS data suggests a particular need for
sustained behavioral health support for residents experiencing homelessness.
Among the 1,034 residents who accessed homeless services between 2017 and 2019 and whose
disability status was known, 30% reported experiencing a mental health problem; 16% reported
experiencing a physical disability; 15% reported experiencing a chronic health condition; 12% reported
experiencing a substance use disorder; 5% reported experiencing a development disability; and 1%
reported experiencing HIV/AIDS.
In addition, a significant percentage of residents who accessed homeless services between 2017 and
2019 reported experiencing more than one disability. Twenty-three percent of residents who accessed
services during this period reported experiencing at least two disabilities when they accessed homeless
services, while 15% reported experiencing at least three disabilities.
Moreover, a large portion of residents who accessed less-intensive interventions such as emergency
shelter and transitional housing reported experiencing a disability. Between 2017 and 2019, 36% of
residents who accessed emergency shelter reported experiencing a disability, while 23% of residents who
accessed transitional housing during this period reported experiencing a disability, suggesting that large
numbers of residents experiencing homelessness are in need of robust and ongoing health and
behavioral health services.
As with the chronically homeless population, a significant number of residents who accessed homeless
services in recent years did not have an identified disabled status. Among residents who accessed
homeless services between 2017 and 2019, 44% lacked an identified disabled status. Among residents
who accessed emergency shelter during this period, 54% did not have an identified disabled status on
file. As a result, it is possible that the percentage of residents with a disability who accessed homeless
services in recent years may be higher than 37%.
Despite these limitations, HMIS represents the preferred source of information on homeless residents with
mental health conditions. Significant fluctuations in the rate of homeless adults with a mental health
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condition observed during the 2019 and 2020 January PIT counts raise questions about their accuracy.
For example, 21% of residents in emergency shelter at the time of the 2019 January PIT count reported
experiencing a mental health condition; by 2020, 75% of residents in shelter reported a mental health
condition. Similarly, 71% of residents who were unsheltered at the time of the 2019 January PIT count
reported experiencing a mental health condition; by 2020, the rate of unsheltered residents who reported
a mental health condition had dropped to 51%.
While external factors may account for some or all of these fluctuations, a reassessment of PIT
methodology is recommended to ensure that the scope of health and behavioral health needs among
residents experiencing homelessness in Norman/Cleveland County is recorded. In addition, an analysis of
data entry practices and increased training for HMIS-participating homeless service providers may reduce
the rate of residents experiencing homelessness in Norman/Cleveland County whose disabled status is
unidentified.

T HE C ONTINUUM OF C ARE IN C LEVELAND C OUNTY
Norman/Cleveland County CoC has a system with passionate and impactful providers dedicated to
addressing homelessness. The City of Norman, the City of Moore, and the surrounding Cleveland County
area constitute the Norman/Cleveland County CoC. While resources are limited, the programs work
diligently to divert people from homelessness wherever possible and help connect households
experiencing homelessness to housing and other resources as quickly as possible.
The Norman/Cleveland County CoC provides centralized countywide leadership and coordination for the
system of care, including through the designation of a Coordinated Entry System operator and
Administrative Entity for the CoC. The City of Norman serves in both of those functions and helps to
facilitate the CoC meetings. (The City of Norman is not a direct services provider.)
The CoC Steering Committee is comprised of 41 members with an elected Executive Committee
composed of 20 members plus at-large seats. They have a Governance Committee comprised of the
elected leadership of the CoC and key funded agencies as well as a Data Committee that was designed
to help the CoC improve data quality and evaluate and monitor system performance.
Although a Housing Liaison and an Outreach Case Manager were recently added, historically the City of
Norman has operated with one full-time permanent staff person dedicated to homelessness. With this
staff, the City of Norman:
•

Coordinates weekly CoC Coordinated Entry case conferencing meetings to discuss people
who have entered the system of care and match them with available housing and services
through collaborative discussion, including prioritizing those most in need according to the
CoC’s chosen assessment tools and prioritization criteria. There are approximately 12-15
organizations that participate in weekly meetings.

•

Coordinates the CoC Board, which meets monthly to discuss the needs of families and
individuals experiencing homelessness, to discuss various topics including the regulatory
requirements of the funding, other funding opportunities, policy development and revisions,
collaborative opportunities for work within the community, outreach and Coordinated Entry
work, and data, including system performance measures and other HUD reporting. All 20
member organizations participate monthly.
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•

Supports the City of Norman’s Ad Hoc Committee to Address Homelessness, which was
formed to focus on developing a plan and strategies for addressing homelessness in the
region.

•

Administers tenant-based rental assistance (TBRA) to CoC-approved clientele

•

Coordinates several other initiatives, including a new federal Emergency Rental Assistance
Program and the annual HIC and PIT count.

•

Manages the annual HUD CoC Program funding application process and the year-round
oversight of the funding.

•

Acts as the HMIS Lead for the CoC, ensuring that the data entered in the HMIS system by
the contractor administrator is functional and accurate to complete all HUD reporting.

•

Hosts and manages the winter warming shelter, which is typically a seasonal shelter
available for overnight use during severe weather. However, the program has been extended
over 2020-2021due to the ongoing impacts of COVID-19, the high demand and the
successful outcomes, with plans to extend it at least through August 2022

In addition, efforts that the City of Norman has made since the inception of the CoC in 1998 include
developing and revising a 10-Year Plan to respond to homelessness, leveraging additional funding, and
adding dedicated staffing.
HeartLine (formerly the United Way) operates a centralized non-emergency 2-1-1 telephone hotline. In
2005, HeartLine was charged with a new, broader mission: connecting Oklahomans with help, hope and
information 24 hours a day. They help more than 200,000 Oklahomans in need each year.
number and website that connects thousands of community members each year to a wealth of services
and resources related to housing, health, behavioral health, income, legal issues, education, and other
needs. In addition, the United Way provides financial support to many of the homeless service provider
organizations throughout the region, though there are not enough resources to support as many of the
providers as apply.
During the COVID-19 pandemic, the City of Norman, the CoC, and local homeless service providers have
successfully secured new state and federal funding to target resources toward effective and proven
strategies to support families and individuals to exit homelessness. This includes extending and
expanding the seasonal shelter program and other housing and services in the region. Without the
additional efforts, the impacts of COVID-19 and homelessness on Norman/Cleveland County community
would likely have been significantly worse.

H OUSING AND S ERVICES
The region served by the Norman/Cleveland County CoC continues to struggle with a significant
unsheltered population, as well as notable rates of residents who are either experiencing homelessness
for the first time or returning to homelessness after having secured permanent housing. In the 2020
January PIT count, 146 residents were found to be unsheltered, most of whom were chronically homeless
(i.e., had experienced homelessness for at least a year and reported a disabling condition). In 2020, the
CoC’s HMIS showed that 265 persons who enrolled at a shelter or housing program in Norman/Cleveland
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County reported experiencing homelessness for the first time. Among the population of homeless persons
who had moved into permanent housing in recent years, 8% were found to have returned to
homelessness within two years.
Currently the region does not have enough services available to meet the need. There are two year-round
overnight shelters and a few other agencies that offer a small number of apartments or rooms for
emergency shelter use. There is also one seasonal shelter available to people experiencing
homelessness. All shelters are in the City of Norman. During severe weather in the County, the shelters
have extended hours to accommodate more people from the community.
The City of Norman’s low barrier warming shelter was opened for the first time in 2019. For the past year,
since December 6, 2020, it has been serving people on a nightly basis. The City of Norman just recently
approved a budget that would provide continued funding for the shelter to remain open through October
2021 with a potential for the shelter to remain open indefinitely. As of May 11, 2021, there had been at
least 219 distinct individuals using the shelter.
In 2020, the HIC identified a total of 259 year-round beds available in the community for Permanent
Supportive Housing (PSH), Rapid Rehousing (RRH), Transitional Housing (TH), and Emergency Shelter
(ES), with an additional 66 seasonal beds and 4 overflow beds. Fifty-three percent of these year-round
beds (138) were dedicated to some type of permanent housing and the remaining 47% (121) were for
temporary housing.
Of the 259 year-round beds available in 2020, the region had 116 permanent supportive housing beds
(45% of all the year-round beds) and 22 RRH “beds”14 (9% of all year-round beds). As of June 2021,
there was a wait list for PSH of approximately 76 qualified individuals and for RRH of 31 qualified
individuals.
Additionally, the area had 121 year-round temporary beds, 59 emergency shelter (23% of all year-round
beds), and 62 transitional housing (24% of all year-round beds). Of those, 16 of the 59 shelter beds (27%)
are dedicated to women and their children who are survivors of domestic violence.

Table 2: Bed Inventory for Cleveland County

Emergency, Safe Haven and Transitional Housing
Emergency Shelter
Transitional Housing
Permanent Housing
Permanent Supportive Housing*
Rapid Re-Housing
Grand Total

Family
Units

Family
Beds

AdultOnly
Beds

ChildOnly
Beds

16
6
10
25
15
10
41

40
20
20
60
38
22
100

78
36
42
78
78
0
156

3
3
0
0
0
0
3

Subset of Total Bed Inventory
Total YrRound
Overflow Chronic Veteran
Beds Seasonal /Voucher Beds
Beds
121
59
62
138
116
22
259

66
66
n/a
n/a
n/a
n/a
66

4
4
n/a
n/a
n/a
n/a
4

n/a
n/a
n/a
0
0
n/a
0

28
28
0
18
18
0
46

Youth
Beds
3
3
0
28
28
0
31

14

RRH is an intervention typically defined locally in the written standards and matched with a set group of participants through the Coordinated
Entry prioritization. Frequently, it is used for households that need assistance locating and then getting established in a unit (security deposit,
etc.) and with shorter term rental assistance and lighter touch case management than other interventions. Due to the COVID-19 pandemic, new
funding made available and flexibility with existing funding streams have allowed the City/CoC to use RRH to serve individuals who would
traditionally have been identified as a match for permanent supportive housing (individuals experiencing chronic homelessness) and use it as a
bridge until longer term options may be identified. This option is available as a COVID-19 prevention measure and is focused on individuals who
are particularly vulnerable to the virus if unsheltered. Some of the funding for this program is one-time funding so there ae questions around
how to ensure those that are currently housed will be able to maintain those placements or transition to PSH when the current funding expires.
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Percent of year-round beds

Figure 10: Percent of Beds Available by Housing
Type - 2021
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Among residents who accessed homeless services in Cleveland County between 2017 and 2019, 15%
exited to permanent housing destinations. However, rates of successful exits to permanent housing
varied dramatically across different program types. While a mere 1% of residents who accessed
emergency shelter exited directly to permanent housing, 59% of residents who accessed transitional
housing during this period exited to permanent housing, and 73% of residents who accessed permanent
supportive housing subsequently exited to stable and permanent housing.
Norman/Cleveland County has more permanent housing beds available than temporary housing beds.
When asked what the top two challenges people face in working with people experiencing homelessness,
the most frequent responses, in addition to lack of affordable housing, were:
•
•
•
•
•
•
•

Lack of landlords willing to rent
Insufficient mental health services or case managers with expertise on mental health
Insufficient services for substance use disorders
Lack of adequate transportation
Not enough places for people to safely congregate during daylight hours
No low-barrier shelters in Norman/Cleveland County
Misperceptions and stigma associated with homelessness

Despite substantial barriers to reducing homelessness, a
“I don’t think I fully
diverse range of stakeholders and CoC members expressed
support for the City of Norman’s leadership and commitment to
understand the nuances of
addressing homelessness and appreciation of the fact that the
the situation, and I feel like I
City was fulfilling many roles with limited staffing. However,
don’t know where and how to
some community members also expressed concern about the
help because of competing
City’s investment in homeless services and the initiatives they
narratives. I wish there could
have undertaken. Others raised concerns about the tension
be some coalition building
that exists between the City and at least one grassroots
between the sides.”
organization that advocates for other approaches to address
— Survey respondent
homelessness and economic insecurity. Some neighbors
expressed a desire for greater transparency from the City and the CoC.
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GAPS AND NEEDS
The Norman/Cleveland County area has a homeless system of care that is aligned with many national
best practices and is made up of engaged, committed, and passionate providers and other stakeholders
dedicated to preventing and ending homelessness. The Norman/Cleveland County CoC has participated
in the national Built for Zero and 100,000 Homes campaigns, successful housing efforts that placed over
426 chronically homeless individuals and 140 veterans into permanent housing since the beginning of
those efforts. As a high performing community, the CoC committed to ending homelessness for Veterans
and for those experiencing chronic homelessness and reached functional zero for the Veteran population
in early 2018. The CoC was formally recognized by HUD, the U.S. Department of Veterans Affairs, and
the U.S. Interagency Council on Homelessness (USICH) for that achievement indicating that they had
sufficient resources to provide housing to every homeless veteran in the City of Norman and Cleveland
County. The CoC continues to work collaboratively to maintain functional zero while working towards
ending chronic homelessness.
Despite this progress and strong collaboration, there are gaps in the system and existing tensions that
prevent the community from responding as effectively and meaningfully as they could to end
homelessness. Looking ahead, the community has the opportunity to build on its strong foundation in a
long-lasting way. With an effort focused around key areas, the community will be well positioned to
enhance and improve the current system and anticipate and address the challenges ahead. This section
provides an overview of the gaps and needs of the current system with recommendations about how to
address those gaps and needs in Norman/Cleveland County.
Stakeholders and focus group participants identified a number of strengths in Norman/Cleveland County:
•
•
•
•
•

•

An engaged, collaborative CoC with generally good internal communication;
A strong partnership with the NHA;
A crisis intervention program through the City of Norman Police Department;
A low-barrier emergency/winter shelter and warming center providing supportive services;
Support for sub-populations in the region:
o A youth program providing shelter and a breadth of supportive services,
o Day shelter and other programs for families with children,
o Specialized housing and services for individuals and families fleeing domestic violence,
o Targeted, outreach, housing and services for veterans; and
An active CoC/CES Lead – the City of Norman.
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Using data analysis and a robust stakeholder engagement
process, several key gaps and needs were identified. A
focused effort on the following areas could help to improve
services and further strengthen the efforts to end
homelessness in the Norman/Cleveland County CoC:
•
•
•
•
•
•
•

Opportunities for Safe and Affordable Housing
Low-Barrier Housing and Day Services
Supportive Services
Transportation to Employment, Services, and Shelter
Coordinated Prevention Assistance
Robust Data Collection and Analysis
Coordination and Communication to Ensure Effective
Use of Limited Resources

“I used to view homelessness
as the problem of the person
experiencing it. Working
with people who are
homeless has made me
realize that it is our systems
that fail to provide, and
people become homeless as a
result of these gaps.”
— Survey respondent

O PPORTUNITIES FOR S AFE AND A FFORDABLE H OUSING
Across all the surveys, interviews, focus groups, and data analyzed, there was strong consensus that
Norman/Cleveland County needs more affordable housing to effectively address homelessness. Access
to affordable housing is vital to enable individuals who have become homeless to regain housing. It also
provides an essential base for ongoing stability, which in turn prevents future homelessness.
Permanent housing programs, such as permanent supportive
“If we can find more
housing (PSH) and rapid rehousing (RRH), are well-established
as some of the most cost-effective and successful strategies to
affordable housing, we can
address homelessness. These programs offer subsidized housing
offer more support to
with the supportive services a household needs to retain that
individuals.”
housing and attain long-term stability. Services can include case
— Survey Respondent
management, connections to employment and public benefits,
and medical, mental health, and substance use treatment as well
as transportation, childcare, and life skills. The programs tailor services to the unique needs of each
household and successfully support many Cleveland County residents each year to permanently exit
homelessness and regain self-sufficiency.
There are not enough permanent housing options and related supportive services currently available to
meet the need in Norman/Cleveland County. Although there are disagreements on many issues, when
the community-at-large was asked, more than two out of three respondents strongly or somewhat agreed
that they support funding new permanent supportive housing (e.g., long-term housing with supportive
services for people with disabling conditions).

N EED FOR A FFORDABLE U NITS
The annual 2020 Norman/Cleveland County January PIT count made it clear that there are not enough
permanent supportive housing beds to meet the needs of the hundreds of people experiencing chronic
homelessness:
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While 166 permanent supportive housing beds were available in 2020, 215 individuals
experiencing chronic homelessness were identified during the same year, including 146
unsheltered chronically homeless individuals, suggesting an urgent need for more permanent
supportive housing beds.
Fifty-six percent of survey respondents believe that there is
either a shortage in the supply or a severe shortage in the
supply of affordable housing units. When asked what they
believed were the top three barriers to finding affordable
housing, more than half of survey respondents identified a
simple lack of affordable units.

“I am tired of living outside. I
would be really grateful for
housing, please.”
— Focus group participant

In Norman, the University of Oklahoma brings over 31,000
“Norman has a college
students to the community and thus to the rental market. An
community. A lot of college
evaluation of the numbers of available units and the
students are taking over one
breakdown of the unit sizes would indicate that Norman has
a good cross-section of availability. However, most of the
bedrooms and parents pay for
units that are available for rental and ownership are not
this, which is very expensive.”
affordable to the renter/buyer at or below 80% of the area
— Stakeholder
median income (AMI). Census data indicates that there are
19,215 households in Norman at 80% or below AMI, and there are 11,897 households at or below
Median Family Income that are cost burdened. There currently is not sufficient housing for
households at 0 to 30% AMI. There is also a shortage of housing for remaining income levels (30 –
80%) when considering quality and cost burden.15
Larger units are also a challenge for families to afford. Recently the City of Norman has experienced an
increase of private student housing being developed where the rent is based upon a bedroom unit versus
a multiple bedroom unit. As noted above, almost three quarters of the housing units available in
Cleveland County are three-bedroom units or larger. One stakeholder pointed out that housing in the
community is built to cater to students with four- or five-bedroom houses.
In the Cleveland County HUD Metro FMR Area, the Fair Market Rent (FMR) for a one-bedroom
apartment is $738 and a two-bedroom is $918 in 2021.16 The median gross rent in Cleveland County in
2020 was $926. A household must earn $36,669 annually in order to afford this level of rent and utilities
without paying more than 30% of income on housing. Assuming a 40-hour work week, 52 weeks per year,
this level of income translates into an hourly Housing Wage of $17.62/hour, which is more than
double the Oklahoma minimum wage of $7.25.17
Despite this, there is limited housing assistance available. The Norman Housing Authority (NHA) provides
approximately 1,250 Housing Choice Vouchers and operates a public housing program consisting of 173
units in the Norman City limits. Yet, there were still over 500 eligible households, including individuals and
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City of Norman Consolidated Plan 2020-2024, First Year Action Plan 2020, pg. 68.
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FY 2021 Fair Market Rent Documentation System, Cleveland County, Oklahoma, HUD.
The State of Oklahoma follows the federal minimum wage, which for 2021 is $7.25 per hour. U.S. Minimum Wage, Department of Labor.
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families, on the waiting lists in 2020.18 Since 2020, the with the issuance of additional Mainstream
Vouchers and new Emergency Housing Vouchers, the NHA has helped households to access housing
and move off the waiting list. At the time of this writing, there is virtually no waiting list.

I NCREASING THE N UMBER OF L ANDLORDS W ILLING TO R ENT TO P EOPLE WITH L IVED
E XPERIENCE OF H OMELESSNESS
Landlords are invaluable partners in helping people exit
homelessness and regain stability. Participating landlords
can benefit from subsidized rent programs because they
provide a reliable source of rent as well as a support system
for both the landlord and the participant.
Program staff can act as mediators, help support the
participant to remain stably housed, and can also help locate
new tenants quickly if necessary. Despite these benefits,
landlords are often reluctant to rent to people who were
recently homeless, as they may have gaps in their rental
history, credit issues, histories of past evictions, or other barriers.
Many communities – even those in high-cost rental markets – are
highly successful in working with landlords and property
managers to identify units for people exiting homelessness.
Building relationships, including understanding and addressing
landlords’ concerns, is key.

“Landlords are picky about
who to rent to as onebedrooms are in high
demand by college students.
Landlords don't want to rent
to homeless people.”
— Stakeholder

“The landlord will be more
receptive if social workers
do not drop the ball and
follow through. A bad
landlord experience sticks
and spreads around [and]
makes other landlords
reluctant. It is important
that social workers
understand this and know
they are marketing
representatives for the
promises.”

Stakeholders in Norman/Cleveland County, however, shared that
there are not many landlords in the region who are willing to rent
to people experiencing homelessness. At least one stakeholder
believes that small, independent landlords are more open to
working with homeless service providers and their clients, but that
many landlords located in the City are larger and less flexible.
Stakeholders have also found landlords charging three times the
rent for deposit, which makes it almost impossible for people with
little or no income or living on a fixed income to afford.
Respondents also indicated that there was a bias against renting
to people with housing vouchers, which frequently is tied to a lack
— Survey respondent
of understanding of the benefits and the stigma associated with
public benefits. Many stakeholders expressed that the community
needs to do more outreach to landlords and property owners to help voucher holders succeed, especially
those with multiple barriers.
Survey respondents indicated that some of the greatest barriers to accessing affordable housing are
landlords. Forty-three percent of community members surveyed indicated that one of the top barriers to
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access affordable housing is landlords unwilling to accept tenants with certain conditions (e.g., credit
issues, criminal history, etc.) (43%). Other top barriers identified by survey respondents included
landlords unwilling to rent to people just out of homelessness (22%) and landlords unwilling to accept
subsidies or rental assistance (19%).
Homeless service providers also indicated that not only is it difficult to find landlords willing to rent to
people experiencing homelessness, but the situation is more dire when people wishing to rent have a
serious mental illness or a criminal background. Stakeholders familiar with Oklahoma City felt that it was
much easier to get landlords to rent to people who are homeless there than it is in Norman/Cleveland
County.

A FFORDABLE H OUSING FOR P EOPLE WITH A C RIMINAL B ACKGROUND
Cleveland County is particularly challenged with being able to
find affordable housing for people with a criminal history,
especially those who have been convicted of a sex offense. Like
many communities, having a criminal history in Cleveland
County is a barrier to being able to access affordable housing.

“Being in a college town,
the low- to moderate
income population is in
great competition for
student housing.”

There are no laws requiring landlords to rent to people with
criminal histories. Of the 104 individuals recently listed as sex
— Stakeholder
offenders, at least 18 (17%) were identified as homeless,
compared to violent offenders, of which none were identified as homeless. Stakeholders shared that while
people with misdemeanor offenses were able to obtain rental housing, those individuals experiencing
homelessness who had a history of violent or more serious
crimes continue to find it nearly impossible to rent in the area,
“In Norman you can’t drive
especially without assistance from service providers.
For individuals who have been convicted of a sex offense,
affordable housing is extremely difficult to find. The state of
Oklahoma has very strict rules about how close they can live to
schools, parks, churches, and other public spaces. Pursuant to
Oklahoma State Law,

without driving by schools,
churches or parks – they
are everywhere – more
concentrated.”

— Stakeholder

Individuals who have been convicted, received a suspended sentence, or a deferred sentence for
a crime requiring them to register pursuant to the terms of the Sex Offender Registration Act
cannot live, either temporarily or permanently, within a 2000-foot radius of any public or private
school site, educational institution, property or campsite used by an organization whose primary
purpose is working with children, a playground or park that is established, operated or supported
in whole or in part by city, county, state, federal or tribal government, or licensed child care center
as defined by the Department of Human Service.19

19

Offender Registration Information, City of Norman.

29

Based on the geographies of the City of Norman, there are very few state
permissible “green zones” that allow people with sex offender histories to
be able to rent or own. Norman encompasses over 196 square miles. Yet,
schools, parks, and day care facilities greatly limit the areas where sex
offenders can live in accordance with the Oklahoma State Statute.20
Stakeholders report that there are a very limited number of available
apartments within the green zones that are eligible for people convicted of
a sex offense to live. Within those zones, they face difficulty finding
landlords willing to rent to them based on their past conviction.

“Norman has
talked in the past
about how they
would love to have
SROs. SROs in a
green zone would
be great.”
— Stakeholder

O THER B ARRIERS TO H OUSING
In addition to the lack of affordable units, many individuals also face barriers to housing because they do
not have sufficient government issued identification or other documents to show eligibility, may have been
evicted in the past, may have poor credit history, and/or lack the resources needed to cover move-in
costs (security deposit, etc.).
For those individuals who continue to try to apply for affordable
“Application fees are
apartments, it usually involves paying a fee for every application form
a huge barrier…
they complete even when they may be rejected because of past history.
people have no
In some cases, when they apply, the rental company or landlord does not
money - they can't
make an effort to reply to them, making it more challenging for them to
afford to fill these
afford any future opportunity that may come up. For many households
experiencing homelessness, it is difficult to save for upfront first-time
out all the time.”
costs for housing. Without help from local providers, it is very challenging
— Focus group
to transition from homelessness into housing and maintain stability longparticipant
term. This assistance is available through various providers; however, it
is limited and has specific eligibility criteria. In addition, the focus groups
demonstrated that some individuals experiencing unsheltered homelessness are not aware of all of the
resources available, including how to obtain identification and assistance with application fees and even
basic necessities and crisis management.
Some stakeholders shared that there are biases against people of color in terms of access to housing
and services in Norman/Cleveland County. More than one individual experiencing homelessness reported
having experienced discrimination when trying to access the system of care and in interactions with crisis
response. One service provider indicated that they accompany their clients who are women of color when
they apply for housing “to ensure fairness,” as they have seen a troubling trend of discrimination when
they go without a service provider representative.21

20

Ibid.
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The City of Norman has a contract with the Metropolitan Fair Housing Council of Oklahoma, Inc. to document fair housing activities under the
City of Norman’s Community Development Block Grant (CDBG) contract. They report annually on any housing complaint intakes/inquiries
processed and formal housing discrimination claims filed with HUD. In FY 2021, 44 housing complaint intake/inquiries were processed related to
Norman tenancy under the CDBG-funded fair housing contract, and 7 formal housing discrimination claims were filed with HUD’s Office of Fair
Housing & Equal Opportunity for violations covered under the Federal Fair Housing Act. Note that these figures are specific to CDBG-funded
activities and that not all incidents of housing discrimination are formally reported.
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Some stakeholders who participated in the community engagement process noted that the CoC is very
effective at housing people who are better able to navigate the system, less vulnerable, and have fewer
barriers to housing than individuals with greater need and, in many cases, that are more vulnerable,
facing severe mental or physical illness, and are unable to navigate the system on their own. However,
there were also concerns expressed by some that the CoC had been overly focused on serving
individuals with the highest vulnerability, leaving others who could be more easily and quickly housed and
connected with services, like rapid rehousing, waiting longer than necessary for help. As discussed
above, the existing data indicates that a significant number of the unsheltered population are currently
chronically homeless and that a variety of interventions are being used to serve people experiencing
chronic homelessness. However, due to data quality issues, the fact that no unsheltered January PIT
count could be performed in 2021, and the ongoing impacts of the COVID-19 pandemic, additional
analysis is required to better understand the current context in the region.
Coordinated Entry System data provides useful context, including the By-name-list (BNL), which tracks
individuals/heads of household who are in the homeless system of care and who need housing. The BNL
includes intake and assessment data, including prioritization criteria (i.e., a ranking score) that helps
match individuals and families to the housing and services that best serve their needs and helps to
determine the order of priority when resources become available. Keeping the BNL up to date and looking
at it over time, can help the CoC and City Staff understand the need and any changes over time. See the
table below of BNL data from January of each year from 2016 – 2020. One factor to note is that between
2019 and 2020, a data cleanup project removed inactive households from the list so some of the
decrease seen in 2020 is the result of that data cleanup.

Table 3: Data from By-Name-List Data January 2016 – January 2020
January 2016

January 2017

January 2018

January 2019

January 2020

Singles

43

84

97

154

64

Families
Non-chronic
Veterans
Chronic
Veterans

2

3

0

6

0

10

5

4

5

4

1

1

3

0

2

The City of Norman, in conjunction with other local organizations and businesses, has historically pulled
together a regular event that brings a coalition together to help people obtain their birth certificates, state
identification, and social security numbers/cards. Before the COVID-19 pandemic, these events were held
every quarter so that individuals experiencing homelessness locally would only have to attend this one
event to get the assistance needed to overcome some of the documentation barriers preventing
individuals from receiving housing and benefits. Individuals who had benefited from these events were
very grateful and highly praised the efficiency and benefit of this one-stop approach. Additionally, other
individuals who were struggling to obtain these documents, especially during the pandemic, highlighted
the importance of holding future events. Even with the one-stop opportunity on hold during COVID-19,
there is an ability for people experiencing homelessness to receive documents through multiple agencies,
though that can be challenging to access.
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Stakeholder interviews and focus groups highlighted an increased need for housing-based case
management, landlord engagement, and legal assistance to support reducing existing barriers to
identifying and connecting households to affordable permanent housing and helping them to stabilize and
maintain that housing.
AFFORDABLE HOUSING

Recommendations

•

Commit to additional permanent supportive housing units. Consider
a wide range of options, including rehabilitation or renovation of
existing buildings and new construction as well as utilizing as many
vouchers as possible for persons experiencing homelessness (to be
used at the locations of their choice):
o

Establish a five-year Countywide Housing Development Pipeline
that identifies an achievable path to establish new housing so
that households with members who have disabilities can exit
homelessness and attain stability.

o

Evaluate the feasibility and next steps for non-traditional housing
options, such as repurposed motels and accessory dwelling units
(ADUs).

o

Establish a shared housing program that can increase the
housing available to single adults by using 2- and 3-bedroom
homes for individuals exiting homelessness.

o

Support the addition of mainstream and HUD-VASH vouchers as
available.

•

Identify funding and partnership options that would increase the
availability of permanent housing for single adults, including shortand medium-term rental assistance, PSH, and new deveopment.

•

Consider adopting policies that require set asides for all new
development dedicating a certain proportion or number of units for
extremely low-income households.

•

Identify potential sites and provide land, aggressively expedite
development and offer other incentives for PSH development.

•

Widely advertise the eligibility criteria and necessary process for
obtaining housing assistance

•

Prioritize the development of single-room occupancy (SROs)
buildings, which provide small furnished single rooms within multitenant buildings providing housing for residents with low or minimal
income who may be transitioning out of long-term homelessness.
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AFFORDABLE HOUSING (cont’d)

Recommendations

•

Identify potential sites and provide land, aggressively expedite
development and offer other incentives for PSH development.

•

Widely advertise the eligibility criteria and
necessary process for obtaining housing
assistance.

•

Prioritize the development of single-room
occupancy (SROs) buildings, which
provide small furnished single rooms
within multi-tenant buildings providing
housing for residents with low or minimal
income who may be transitioning out of
long-term homelessness.

“An SRO is a good
alternative and
people who are not
accepting services
would be more open
to an SRO.”
— Stakeholder

LANDLORD ENGAGEMENT
•

Invest in staffing to develop and lead a year-round landlord
engagement campaign to educate the general public and recruit
landlords.

•

Develop a robust landlord engagement campaign, which can
include targeted outreach to landlords, education and training,
developing a speakers’ bureau, annual luncheons, landlord and
tenant awards, and other efforts such as:
o

Develop an outreach message and ensure it reaches landlords
and property managers. Publicize the program in landlord and
business association publications and at meetings and
gatherings. Engage participating landlords in the program to tell
their stories of success to their peers.

o

•

Create materials that help explain the advantages for the
landlord and the steps the programs take to ensure the
properties are respected, the clients are supported, and rent is
paid. Utilize landlord testimonials whenever possible highlighting
benefits such as the reliability of external support if issues arise
and risk mitigation back-up for damages if they are to occur.

Address barriers for individual tenants by creating a portfolio for the
client by including letters of support from community members who
know the client or by adding information about the client’s
background and the steps they have taken to improve their housing
stability. Help with criminal record expungement, credit repair, and
eviction expungement, if needed. Provide opportunities for potential
tenants to meet landlords one-on-one to create personal
connections.
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LANDLORD ENGAGEMENT (cont’d)

Recommendations

•

Establish a landlord risk mitigation fund that provides compensation
if issues between landlord and tenant arise. Ensure landlords have
a liaison they can call if they have concerns. When a client is not a
good fit for a unit, programs should move quickly to prevent the
need for an eviction proceeding.

•

Consider creating financial incentives for landlords renting to
voucher holders. The incentive program could include bonuses for
new and/or returning landlords. Additionally, provide coverage for
application fees and assistance with security deposits and move-in
costs to help ensure vouchers are utilized and used equitably.

•

Develop shared talking points to deepen landlord’s awareness and
understanding of how homeless-serving programs work, how
supportive services are provided to program participants, and how
the landlord mitigation fund is provided (see below).

•

Create a bridge of support between landlords and clients to have a
positive experience and continue building the relationship in the
local program over time. Landlords often express gratitude about
the ability to fill vacant units quickly without the cost of advertising
and appreciate having the monthly rent guaranteed.

•

Train and support providers to enable conversations with landlords
to respond to their concerns and ensure that providers are taking
important steps to cultivate ongoing relationships with landlords who
are part of their programs.

•

Ensure that each agency has a formalized practice protocol for
being responsive to participating landlords, including providing
timely assistance during a crisis as well as accepting and
responding to their feedback.

HOUSING ASSISTANCE
•

•

Designate a countywide housing navigator who can meet in-person
with individuals and families experiencing homelessness. Provide
outreach in the streets, at encampments, and at partner
organizations, and train staff from other organizations to better
provide housing navigation assistance.
Conduct a countywide advertising campaign to highlight the
availability of various types of rental assistance programs, including
emergency and temporary rental assistance.
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HOUSING ASSISTANCE (cont’d)

Recommendations

•

Review and revise policies for COVID-19 rental assistance
programs to ensure that the COVID-19 nexus criteria are as broad
as allowable. For example, most families with back rent have a
COVID-19 nexus. Emphasize that lay-offs, reduced hours,
increased rent, unemployment and COVID-19 illness can all create
a nexus that meets the eligibility criteria.

•

Consider a flexible funding pool, which provides financial support to
individuals and families to address the limitations of traditional
funding streams for financial barriers that can prevent people from
successfully exiting homelessness (e.g., high rent deposits, move-in
costs, car repair and other one-time costs).

•

Expand highly successful coordinated efforts to assist people
experiencing homelessness with obtaining identification documents
and connect them to public benefits by holding community events
more frequently than once per quarter.

•

Strengthen access to resources to support households with criminal
and eviction expungement, credit assistance, and document
readiness to ensure they can use available housing subsidies as
quickly as possible. Include navigation and peer support to help
individuals accomplish these tasks in between coordinated events.

•

Develop a peer outreach and support program utilizing individuals
with recent lived experience to help individuals experiencing
homelessness build trust and guide them in navigating the system.

•

Locate a development in Oklahoma green zones to provide
independent housing for people with criminal convictions.

•

Expand flexibility and availability of resources to subsidize and
operate supportive housing for people exiting homelessness.

L OW -B ARRIER H OUSING AND D AY S ERVICES
Norman/Cleveland County has a large number of people experiencing
long-term homelessness who require intensive engagement and
support. Some shelters provide meal services, a food pantry, and/or
connections to IDs/benefits during the day, and another provides a
day center for women and children. However, with no permanent fullservice daytime drop-in centers and reportedly only one completely
low-barrier overnight shelter – and relatively few shelter beds of any
kind – Norman/Cleveland County has a relatively large population of
people who live outside full-time.

“[There is] no place to
put people and that's
why people stay for
longer in
encampments.”
— Stakeholder
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Ending homelessness for individuals and families who have long been
homeless often requires frequent and repeated engagement over
time. With a limited number of outreach resources available for the
large number of people experiencing chronic, long-time, unsheltered
homelessness in the current system, many people are not getting
connected to services and support.

“It is hard for a person
to fix their problems if
the biggest concern is
where to sleep.”
— Focus group
participant

Housing-focused crisis shelters (often known as “emergency shelters”)
are an important part of a community’s response to homelessness. While they help people stay safe from
the dangers of living outside, they are also a valuable link to permanent housing, especially for people
who have been homeless for an extended period of time and might
be reluctant to engage in services.
“When I’m at Food &
The most effective shelters are “housing focused,” meaning that they
are low-barrier and tailor their services to support the household with
the goal of exiting homelessness. These programs have few
preconditions for admittance, such as sobriety, ID, income, etc., and
limit the barriers to entry by allowing some flexibility (e.g., entry of
partners and pets are allowed, storage for personal belongings are
available, and there is a flexibility of hours whenever possible). The
programs typically do not require participation in services as a
condition of stay, but instead offer client-focused, voluntary case
management working cooperatively with the household to create an
action plan to help move them into housing. This work is
individualized for each client and offers flexibility with intensity and
frequency, recognizing client choice with the focus on assessing
barriers to housing and achieving housing stability.

Shelter, I can use the
internet, [but] they
don’t serve dinner
here. You have to go
down to Salvation
Army to eat. And after
they serve food, we
have to find
somewhere else to
sleep – so a vicious
circle.”
— Focus group participant

A Housing First/Low Barrier approach. Housing First is a national best practice that eliminates barriers to housing,
ensuring individuals and families can exit homelessness as quickly as possible. Under a Housing First approach, people
experiencing homelessness are supported in returning to housing as quickly as possible, often through supportive
housing programs that have no pre-requisites, preconditions, or program participation requirements. Housing First does
not mean “no rules,” but it does mean no unnecessary rules that could prevent people from entering the program.
The Housing First approach has been extremely successful in reducing the length of time households are homeless,
preventing returns to homelessness, and supporting participants’ long-term stability and well-being. Research suggests
Housing First program participants are 2.5 times more likely to be housed after 18-24 months than other programs.1
Multiple studies show that Housing First significantly reduces the costs of homelessness on communities, for example:
•
•
•

A study of 700 veterans across 14 medical centers showed a 32% reduction in VA health care costs for those
receiving a Housing First intervention, with intensive inpatient costs down by 54%.1
The City of Albuquerque saw a 64% reduction in jail costs and 84% reduction in costs for in-patient medical and
mental health visits after one year of using a Housing First approach.1
Another study found that providing a Housing First intervention saved the system $2,449 per person per month.1
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Focus group participants and stakeholders expressed the need for more low-barrier, housing-focused
services in Norman/Cleveland County. While people experiencing homelessness appreciated the
important work happening through the Salvation Army and Food & Shelter, participants were concerned
about the lack of places they could go during the day to get comprehensive services such as taking
showers, doing laundry, undertaking job searches, getting job training, and other life skills education.
Participants also expressed that they would like to easily access places that can offer various kinds of
supportive services in order to help them transition from living unsheltered to stable housing.
While many organizations have some emergency shelter beds, only three year-round shelters have the
capacity to serve more than 5 individuals/households at a time. Most of the emergency shelters have
program rules for entry and conditions for participation, which limits who can be sheltered. The
warming/emergency shelter, which has been run by the City of Norman for the past two years, is a lowbarrier shelter that will continue to stay open through August 2022
As with permanent housing, some of the shelters require people to have proof of identification to stay at
the shelter or use day services. There are people currently living on the street or in encampments who do
not have IDs and do not have supportive services to help them get the documentation needed to access
those shelters. Many providers offer assistance with the process of obtaining identification documents,
but this can be a lengthy and complex process, which was one of the concerns most raised during the
focus groups with individuals currently experiencing homelessness.
Providers and people experiencing homelessness equally identified the
need for more shelters that are low barrier with the ability to shelter
people who have pets, partners, and a larger number of personal items.
Service providers interviewed and surveyed recognized that having lowbarrier shelter gets people into the system and provides improved
access to services and connection to benefits but discussed the need to
balance that with some rules to maintain effective programs.

“A 24-hour shelter
would do great. And
save more struggle
and failing of those in
need.”
— Survey respondent

The Winter/Warming shelter has provided a low-barrier alternative for the past few years. This past year,
the shelter has been in operation since December 2020 and does not require participants to display their
identification, to commit to sobriety, or to participate in any programs. Administered by the City of
Norman, the shelter has not had a decline in people using the shelter even during other climate seasons.
Utilizing a variety of funding methods, the City of Norman has operated and will keep the shelter open at
least through August 2022
Focus group participants reported experiencing a trend towards criminalizing homelessness in the region,
including making it unlawful to sleep in public, being evicted from encampments, or being stopped
regularly while walking or congregating. Forcibly removing people from sidewalks and alleys when they
are sleeping on the streets does not force them to leave the region nor does it end their homelessness.
Instead, most people simply relocate to sleep in a different part of the community. These processes can
be expensive and require the use of public resources such as law enforcement to carry out the actions –
so it is often worth considering whether there are times that these resources would be better spent in
longer-term solutions such as the outreach, shelter, navigation, and long-term housing.
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•

Establish a permanent year-round, low-barrier housing-focused
shelter with day and night access thereby increasing the capacity of
the system and the long-term housing placement rate of individuals
experiencing homelessness.

•

Reduce existing barriers to entry when possible in the housing
programs that are currently available in the region.

•

Consider adaptations to policies of the existing shelter and crisis
response system where applicable to ensure the full system is
housing-focused and low-barrier. This would include:

Recommendations

o

Admission policies that screen-in rather than screen-out potential
participants with the greatest barriers to housing.

o

Minimal rules and restrictions that focus on behavioral
expectations to help ensure client and staff safety – few rules,
not “no rules.”

o

Client-focused, strength-based case management with an
emphasis on helping connect people to housing.

o

Accommodations that welcome partners, pets, and possessions
so that people do not face a choice of housing or separation.

o

Flexible access to shelter and services, including extended hours
of operation, arrangements for late arrivals, non-restricted
mealtimes, and lenient curfew policies.

•

Provide voluntary wrap around services and connections to key
resources at all overnight and day shelters.

•

Emphasize supporting participants to exit to permanent housing
through proactive case management and best practice strategies,
such as motivational interviewing, trauma-informed care, and
housing-focused case planning.

S UPPORTIVE S ERVICES
Nonprofits, community groups, and county agencies provide a
variety of services that can help people to exit homelessness and
stay housed for the long-term. Programs such as mental health
treatment, employment and job training, health care, and substance
use recovery can meaningfully help people attain greater stability.
More than one in three community survey respondents indicated that
one of the top three barriers that prevents people from accessing
affordable housing is the lack of supportive services necessary for
people to sustain housing (37%).

“Many people need one
on one help to see what
their needs are.”
— Stakeholder
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While some of these programs are dedicated to people
experiencing homelessness, others are resources available to
everyone in the community. Ensuring that these programs are
available and accessible for people experiencing homelessness
allows the community to get the most out of its existing resources.
A large majority of survey respondents indicated that the services
needed most in the region are mental health services (70%),
substance use treatment (56%), and case management (42%).
Trauma, affecting people’s physical, emotional, social, or spiritual
well-being, is widespread amongst those experiencing
homelessness. The impacts of trauma and mental illness are
widespread across the City of Norman and Cleveland County’s
population experiencing homelessness.
Many of the individuals experiencing homelessness in
Norman/Cleveland County have mental health conditions and
substance use disorders. For the 2021 January PIT Count, close to
50% of people experiencing homelessness were identified as
having a serious mental illness.
For teens experiencing homelessness in Norman/Cleveland
County, they often share a common experience of trauma and need
mental health treatment. During the COVID-19 pandemic, service
providers found challenges in providing mental health services were
exacerbated due to participants living in small rooms and all the
protective gear needed to go to school and interact with other
peers. For a period of time, mental health services were
discontinued and then returned online only. Some teens chose not
to get the online services as they preferred to receive them inperson.
When community survey respondents were asked to identify the
biggest roadblock to ending homelessness in the region, the most
common answer was insufficient mental health support. At the
same time, 89% of community survey respondents said that they
strongly or somewhat agreed with the statement, “I support
providing more medical, mental health, and substance abuse care
to people experiencing homelessness.’

“A large majority of our
homeless population are
mental health patients.
They are not capable;
they are living in
survival mode. They are
not capable of keeping
appointments. They need
a safe place to sleep.”
— Stakeholder

“The ‘mentally displaced’
need extra care and the
staff at the shelter can
only provide so much
help to keep things
going. The staff can’t
help those who need
help, they aren’t
qualified, so where do
those folks go and how
do they get there for
help. It’s not here!”
— Survey respondent

“The programs are there,
but not everyone
responds to the same
care in the same way.
There will be a day and
they are going to look in
the mirror and they will
suddenly realize what
has happened to them.”

Multiple focus group participants noted the challenge of accessing
housing (e.g., permanent supportive housing) for people who have
severe physical or mental disabilities. They shared that the system
was understandable and fairly easy to navigate if an individual is
— Stakeholder
familiar with terminology and can advocate for themselves or has
someone to advocate for them. But for individuals with less
education or who have a mental illness or a substance use disorder, they believe the system is hard to
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understand and often leads people to prefer living unsheltered in encampments. When people
experiencing homelessness were asked in a survey what would be the most helpful, one of every three
respondents said mental health services.
When specifically asked about availability of mental health services,
stakeholders – both service providers and people with lived experience
of homelessness - felt that services were available for people who had
the skill set, education, and lower acuity mental health conditions to be
able to seek out and ask for what they needed.

“Stabilization is not
treatment.”
—Stakeholder

A number of stakeholders described experiencing a crisis situation and needing immediate help. In most
cases, they needed to go to a facility to be evaluated by a mental health professional. Reportedly, the
facility might admit them, but they usually stayed for no more than five days for the facility to stabilize
them. After that, they were typically provided with up to a two-weeks supply of medication and given a
follow-up mental health appointment. Service providers and individuals who experienced these brief stays
shared that many of the participants experiencing severe mental illness,
especially in a crisis state, struggle to take their medications and do not
“Mental health
go to the follow-up appointment. Unfortunately, they also frequently
doesn’t listen, gives
repeat this cycle again at some point, if not immediately.

too many
prescriptions.”

One concern expressed was that supportive services were not sufficient
— Focus group
for people with higher acuity conditions, with less education, or more
participant
intense needs. Some stakeholders raised concerns that mental illness
was not understood and is not being treated as a disability and that
people with serious mental illnesses were not supported adequately within the system of care in
Norman/Cleveland County. Many were concerned that crisis management and stabilization was the
primary means of treating people with a serious mental illness and that intensive treatment as well as
comprehensive case management and wraparound services are limited due to a lack of resources.
Many stakeholders raised the issue that the state mental hospital discharges people into the City of
Norman without a transition plan. Because Griffin Memorial Hospital is the primary state mental institution
in the City, people from across Oklahoma come to the area to access inpatient services. For those
individuals who do not have family or a place to be discharged, stakeholders shared that people are
simply being discharged into the community without a home or place to go, rather than being returned to
their home communities. Others similarly shared concerns about the Department of Corrections
discharging from custody where reportedly individuals are discharged in the area without any advance
transition or housing plan in place.
One area lacking consensus was the expertise of law enforcement around working with people who have
a mental illness, especially those with serious mental illness or those experiencing a crisis. Many
providers expressed support for the work of the specially trained officers and the City highlighted the
importance of the collaboration with law enforcement in their efforts. Some focus group participants
expressed their appreciation regarding positive experiences they had with officers trained to serve people
who have a mental health illness, but others felt there was a disconnect between a strong police
presence and people with serious mental illness. Some specifically shared that having police officers
appear in uniforms with guns could be traumatizing and others reported negative interactions with
officers. Some stakeholders and persons with lived experience felt that more training for officers, outreach
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to unsheltered individuals and building trust was needed and multiple participants suggested embedding
individuals with mental health expertise with law enforcement.
Stakeholders indicated that service providers with mental health expertise were over worked, underpaid,
and unable to provide the breadth of services needed in the homeless community. They shared that the
system is difficult to navigate overall, but, worse for people with mental illness. They believe that it is
difficult to know what resources are available in the moment of crisis. They also shared that the biggest
roadblock to obtaining affordable housing was insufficient mental health support.
When community survey respondents were asked whether they would support more medical, mental
health, and substance use treatment for people experiencing homelessness, close to 9 out of 10 people
either strongly or somewhat agreed.

S UBSTANCE U SE D ISORDER
One area that a variety of stakeholders addressed was the lack of
support for people hoping to address their substance use
disorders. Many people indicated that there are extremely limited
resources available to help people with substance use disorders,
calling for Norman to establish a drug treatment facility and/or a
methadone clinic. The state of Oklahoma in general has no staterun detox centers; the only ones that exist are privately run.
Stakeholders in the surveys and in interviews shared that there
are not enough resources for people with substance use
disorders. The services that are available are difficult to access,
especially in person, and this became more difficult during
COVID-19. People with lived experience said that not only are
there insufficient services, but there is still a great deal of stigma
in the community. Some noted they were afraid to get help from
service providers because they may get charged with crimes.
Some individuals said that in practice, if people have a substance
use issue, they may be deemed ineligible for housing.

“Norman needs a drug
treatment facility”
— Survey respondent

“From my perception,
Norman needs a nonjudgmental methadone
clinic or help escaping
from addiction.”
— Survey respondent

C ASE M ANAGEMENT
Case management is a crucial supportive service for people
experiencing, exiting, and at risk of homelessness. For people
who are currently homeless, housing-focused case management
is a best practice that focuses on the specific challenges and
barriers keeping the family or individual from regaining housing.
While people experiencing homelessness often have complex
needs, these are generally more effectively addressed after they
are housed.

“Almost all the case
managers are not
outreach case managers.
They are working fulltime jobs and then doing
outreach in addition to
what they do.”
— Stakeholder
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Of the top 5 priority areas that survey respondents mentioned with regard to the most needed supportive
services, among the top three services was case management.
Stakeholders acknowledged that there are not enough case
managers doing work on behalf of the CoC. They noted that it is
especially difficult with the existing amount of dedicated case
management and outreach staff to manage all of the households
that are unsheltered or recently housed. They noted that it is
especially difficult to find and maintain a relationship with
unsheltered individuals given staffing limitations.
For many of the case managers in the community, they work fulltime jobs for their organizations and provide additional case
management services after hours. Many reported doing outreach
case management at local encampments in addition to their fulltime jobs or are staffing the Warming/Winter shelter part-time in
addition to their full-time job for a local agency.
Some stakeholders indicated that passionate community advocates
have stepped in to do informal case management with unsheltered
homeless individuals but are not necessarily working in conformity
with best practices or in collaboration with the CoC. Stakeholders
also shared that they have individuals on the by-name-list in need
of services that sometimes must wait over 6 months for case
managers to assist them. Others suggested that there was a gap in
the involvement of the County regarding case management, noting
that the County would soon be receiving additional federal funding
that could be used to assist individuals experiencing homelessness
and hoped for improved collaboration around how to deploy those
resources within the system of care.

“I would strongly disagree
with any housing
initiative that is funded
with public money that
does not include case
management to assist the
homeless person with the
root issues that have put
them in their current
situation.”
— Survey respondent

“We are really good at
people who
are
Ihousing
would strongly
disagree
with
any
easy to
behousing
housed but
initiatives
thatsolutions
is funded
more creative
with
public like
money
that
are needed
overnight
does
not includeand
case
case managers
management
to
assist
the
talking to people who are
homeless
person
with the
more difficult
to be
root issues that have put
housed.”
them in their current
— Stakeholder
situation.

Others shared that in addition to not having enough case managers
in general, that there were not enough case managers who are people of color. One stakeholder noted
that some funders balk at funding administrative costs, which often include case management services.
I would
strongly disagree
They reported that organizations need to be creative about how to include
case management
into a grant.

S TREET AND E NCAMPMENT O UTREACH
Street and encampment outreach teams meet people where they
are to provide connections to services. Many people with extensive
histories of homelessness are disconnected from the network of
services that could help them return to housing. They often have
deep-seated trauma and negative experiences with the safety net
system that may make them reluctant to engage with providers.
When outreach workers go to where people are living, they can
build trust, better understand the circumstances that people are
facing, and offer advice and support to help people move to more

with any housing
initiatives that is funded
with public money that
does not include case
management
to assist
“People lean into
the the
homeless
person
with
the
people who will walk them
root
issues
that have
put
through
getting
an ID,
them
in
their
current
getting Section 8 housing,
situation.
etc. Having someone
introduce you to all the
different programs.”

— Focus group participant
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supportive environments. Outreach specialists use proven engagement techniques, such as Trauma
Informed Care, Critical Time Intervention, and Motivational Interviewing, to build relationships of trust and
help people connect to services and support they need to find and keep housing.
Some stakeholders noted that there is a nurse from Norman Regional Hospital who partners with CoC
members to provide outreach, but that there is not a medical street team that is regularly engaged in the
community.
For street outreach that is not providing medical or other specific care, connecting to people experiencing
homelessness to build trust and connect them to housing and supportive services can be difficult. One
service provider indicated that they have worked with people who have been homeless for two or three
years who were not aware of the agencies and services available to
them. For an individual that is not already connected to services or
“Homelessness services
who has recently become homeless, it can be hard to find out what
are not personal
resources are available.
Both focus group participants and stakeholders recognized that there
are not sufficient case management services in the community
particularly for individuals who are living unsheltered. Stakeholders
acknowledged that much of the case management happens at
organizations and not on the streets. Some of the people with more
serious mental illness find it difficult to make appointments and
follow-up to get onsite to an organization to get the services that they
need.

enough... More one-onone with providers… It
would be easier if
providers reached out to
those needing help.”

— Focus group participant

Many focus group participants felt that community partners, the City and the police know them. But one
concern expressed was that outreach for unsheltered individuals focused solely on whether a person
wanted to move from the street to temporary housing, without sufficient supportive services. A sentiment
among providers, community advocates, and individuals experiencing homelessness was that additional
supportive services in the field is needed, especially finding dedicated outreach specialists to help build
trust and develop relationships needed for people experiencing chronic homelessness to transition to
permanent housing.
For successful outreach models, several homeless service providers noted that the case managers doing
Veteran’s outreach provided a good model for outreach. Their main staff is dedicated to spending time on
the streets and in encampments on a regular basis, making the program successful at building trusting
relationships. Service providers would like to see similar outreach for the rest of the homeless community.
Another issue that consistently arose throughout the community engagement process was concern about
the negative impacts of encampments in the City of Norman/Cleveland County and how to best address
these areas. Community stakeholder feedback emphasized the negative impacts of encampments on
adjacent areas—including neighborhoods, businesses, and recreation areas—by damaging the
environment, decreasing housing valuation, threatening safety, and reducing use and enjoyment. Some
neighbors felt fear for their families or community and anger about the actions or perceived inaction of
local jurisdictions or the CoC surrounding these issues. Others expressed being upset about the situation
coupled with confusion, compassion, and concern for those experiencing homelessness and expressed a
desire to find solutions collaboratively with the City and/or CoC.
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On the other hand, there was feedback from other stakeholders and providers who wanted to
acknowledge that encampments were the temporary home of too many unsheltered individuals who are
vulnerable and at risk and that when disrupted, it can have significant consequences for the health and
safety of those individuals and their ability to move out of homelessness. As the City of Norman grapples
with how to balance the various interests and impacts of encampments, they have recently intervened to
clear encampments in conjunction with offering services and shelter/other housing options. Unfortunately,
this may be necessary at times, but it is the case that once people have moved to a new location, their
service providers may no longer be able to find them, resulting in missed opportunities to follow-up and
connect them to housing, benefits, or other resources needed to help them exit homelessness. Optimally,
investments in low-barrier permanent shelter as well as in supportive housing options are more effective
interventions whenever possible and should be utilized as a part of any comprehensive plan to reduce
homelessness and meaningfully address the impacts of homelessness on the community.

O THER S UPPORTIVE S ERVICE B ARRIERS
There were several other barriers to supportive services identified by stakeholders, including language
and cultural barriers as well as administrative requirements that are difficult for some people experiencing
homelessness to complete on their own.
Given the limited staffing for supportive services, there may not be people who speak a participant’s
spoken language. For some individuals, culturally it may be harder to trust someone not from their
community or who does not speak their language. Reportedly, they can sometimes find help in a local
community church if not through the Continuum of Care. In some instances, the local church stands in the
shoes of social services.
Surveys completed by people experiencing homelessness
“Many don’t have licenses,
indicated that when a person calls or applies in-person, the
availability of help is highly dependent upon whether funds are
birth certificates, IDs,
available. People with lived experience also indicated that many of
addresses or phones and
the resource lists available to them were not kept current or were
can’t get a lot of help if
misleading. A resource list might make it appear that providers
[they are] just in the
and churches could help, but after they expend the energy to get
street.”
to them, they would find that very few had resources available or
were very helpful. The system was not always easy to navigate
— Focus group participant
and often one place would refer them to another or send them
away. In contrast, peer support and guidance were identified as being helpful.
Survey respondents also shared their frustrations of remaining on
waiting lists (for some up to 1½ years), with very little supportive
“[There is a] lot of
services and less communication than they would like while
paperwork and
waiting to be placed. Some people experiencing homelessness
requirements. There could
said more help for persons convicted of felony offenses who want
be assistance to shorten
to get jobs would be especially helpful. The City of Norman noted
that it refers convicted felons and sex offenders through a warm
and make faster”
hand-off to Oklahoma City partners who offer services and work
— Focus group participant
closely with the City of Norman. However, with only one full-time
staff person until very recently, the City of Norman has had challenges to staffing and communication.
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When people experiencing homeless were surveyed and asked what would be most helpful to them, in
addition to transportation (73%) and help paying rent (65%), 39% would like help accessing public
benefits, 35% indicated they need help with health care or medicine, 33% needed mental health services,
22% wanted help finding jobs, and 8% would benefit from legal assistance.

Recommendations

•

Expand effectively coordinated countywide street and encampment
outreach.

•

Ensure existing outreach teams provide access to housing-focused
case management, Coordinated Entry, HMIS, public benefits
enrollment and other critical housing-focused resources.

•

Coordinate interdisciplinary outreach teams comprised of a mix of
staff from different disciplines - street medicine, social work,
nursing, housing navigation – to build trusting relationships, provide
medication management, and help with document readiness.

•

Consider funding and staffing a mobile outreach van program that
includes medical, behavioral health, and housing navigation
services and can access people experiencing unsheltered
homelessness and homelessness outside of urban areas.

•

Develop a peer support program as part of an interdisciplinary
approach that trains and uses peers with lived experience of
homelessness for street outreach and system navigation.

•

Deepen housing-focused emphasis and programming at locations
where people experiencing homelessness regularly access.

•

Ensure staff trained on housing-focused approaches and housing
navigation are available at crisis shelters, health centers, day
centers, transit centers, and library.

•

Expand intensive case management supports for housed
individuals with high needs. Include as part of the planned job
description for case managers time to conduct street outreach.

•

Establish a shared community-wide understanding across all
homelessness service providers of best practices for implementing
housing-focused approaches, including housing-focused training
and case planning.

•

Strengthen coordination with mainstream resources such as legal
aid, credit repair services, public benefits advocacy and appeals,
workforce development and community volunteers.

•

Emphasize provision of supportive services and case management
to complement hotel/motel vouchers.
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•

Evaluate and revise salaries and benefits for case managers to
ensure that Norman/Cleveland County can recruit and retain
qualified staff.

•

Work with State and local systems to ensure there is adequate
communication and planning in place to prevent discharge into
homelessness and/or provide services to those who are discharged.

Recommendations

T RANSPORTATION TO E MPLOYMENT , S ERVICES ,

AND

S HELTER

Many of the services and housing options in the region are
concentrated in certain parts of the county. These resources are
often inaccessible for people experiencing homelessness who live
outside of those areas. The lack of affordable, reliable public
transportation between areas is a significant barrier for low-income
households and people with disabilities living in Norman/Cleveland
County. It also restricts the viable locations for creating new housing
resources for people who are low income or experiencing
homelessness and who need to be near transit centers and services.
Across the board, stakeholders identified transportation as a
significant issue in the County. Providers and focus group
participants both identified the lack of transportation as a key
challenge for people trying to end their homelessness. It poses
barriers to finding and maintaining employment and to accessing
needed services and assistance. Some shared that transportation
exists to get to the main downtown supportive services and shelters,
but that transitions from other services were not supported by the
current public transportation system.

“We don’t have
transportation to begin
with – the bus that runs
to where I live only runs
half-way there – so I have
to get off and walk a half
mile to get home.”
— Focus group participant

“Transportation to
connect to services for
those outside of Norman
is very hard for those
experiencing
homelessness from Moore,
Noble, Lexington, etc.”

There are some situations where the lack of transportation is
particularly acute. Stakeholders mentioned that releases from
— Survey respondent
correctional facilities occurred from sites that are not on the
transportation line at all. And even when they are on the
transportation line, discharges from the criminal justice system and the state hospital often happen during
hours where the system is not running. Other stakeholders shared that when people are sheltered by
using motel/hotel vouchers, the areas where the hotels are located
have no public transportation access. Additionally, some of the
“I have no health
apartment complexes where service providers are helping to place
insurance and no
people who are homeless have no bus stops nearby.
For people who need to access case management, behavioral
health, and health care, a lack of transportation access creates a
barrier to services. When people cannot access transportation, they
are unable to make their appointments, which usually require them to
be in-person at the organization providing the services. Service
providers and outreach workers spend considerable time transporting

transportation, so my
body usually feels
exhausted when trying to
get to important
appointments.”

— Focus group participant
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clients to appointments, but significantly more transportation support is needed to help people get to
appointments and access benefits and services.
Focus group participants said that it was difficult to learn the bus system schedule if they did not have a
smart phone, which many of them did not. They also identified the transportation system as one place
where they had experienced discrimination, with one individual sharing that they rode a bus to an
appointment and upon return from the appointment, the bus driver refused to stop at the location
downtown near the shelter, telling them that they had already been on the bus too much that day.
Twenty-three percent of community members who participated in the community survey identified
transportation challenges as one of the top three barriers to addressing homelessness. However, people
with lived experience were surveyed and three out of four people experiencing homelessness indicated
that transportation assistance would be the most helpful service provided.
A majority of people experiencing homelessness who responded to the survey indicated that if money
were not an issue, a bad location that was either unsafe or where there was lack of transportation would
be a barrier to accepting a housing placement. When asked what services would be the most helpful,
nearly 100% said transportation. This aligned with the feedback from the focus groups.

Recommendations

•

Develop a comprehensive transportation strategy in partnership with
local transit authorities that considers the transportation needs of
people experiencing homelessness.
o

Convene additional focus groups of people experiencing
homelessness, people recently housed, people living in
permanent and transitional housing sites, and people living in
public housing in the City of Norman, as well as in outlying areas
throughout the County to better understand their needs.

o

Develop a coordinated transportation plan that ensures all
individuals experiencing homelessness can affordably and
reliably access services and supports.

•

Create a program/expand existing programs that provide(s)
discounted or free transit passes to people experiencing
homelessness to ensure transportation is affordable, especially
once the pre-COVID-19 fare structure is reinstated

•

Consider developing a subsidized ridesharing program or creating a
van service for individuals experiencing homelessness/recently
housed.

•

Provide visible, easily accessible information about transit
schedules that does not require a smart phone or access to the
internet.

•

Work with health care providers to enable transportation to and from
medical appointments.
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•

Develop uniform decision-making guidelines for outreach teams
providing assistance with transportation.

•

Set up and identify locations where personal belongings may be
stored and where pets and service animals may be cared for while
individuals access services and resources.

Recommendations

C OORDINATED P REVENTION A SSISTANCE
Living without stable housing, even briefly, is a traumatizing experience, and many never recover from the
physical, emotional, and financial impacts. By preventing homelessness, Norman/Cleveland County can
help individuals and families avoid the economic, social, mental, and physical challenges that result from
homelessness – often at a much lower cost than it takes to serve people after they lose their housing.
Effective prevention requires having adequate safety net services
in place to address needs before they escalate to crises.
“We are not preventing
Prevention involves adequate cross-sector collaboration, including
enough. I am not aware of
with schools, the child welfare system, public health/emergency
any prevention resources
rooms, mental health care facilities, public benefit programs, etc. It
that are being pursued.”
also includes increased awareness and attentiveness to housing
— Survey respondent
stability as well as effective transition and/or discharge planning.
Systems should work together to ensure that individuals are
effectively connected to mainstream resources to reduce the risk of homelessness.
Many people who are experiencing homelessness come from
“Often people are right on
households living on the economic margins who routinely face
choices between housing and meeting other basic needs, which
the brink who can be
are households unable to accumulate a savings cushion. Of the
helped and that doesn't
people experiencing homelessness who were surveyed, more than
happen as there are no
two out of three respondents said they needed help paying rent. Of
prevention resources.”
the stakeholders surveyed, close to 65% somewhat or strongly
— Stakeholder
agreed that they or someone they knew had been concerned
about finding an affordable place to live. Over 70% somewhat or
strongly agreed that many people in their community could be just
one or two unforeseen circumstances away from becoming
homeless. Prevention programs are necessary to counteract this prevalent instability and prevent a
housing crisis from escalating further into homelessness.
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Prevention programs currently exist within Norman/Cleveland
“Prevention funds are
County that are addressing some of this need; however,
stakeholder interviews along with the data reviewed demonstrate
scarce to come by… to
that this area is under-resourced given the level of need. HUD
help people not fall back
Emergency Solutions Grant (ESG) funding can be used for
into homelessness.”
prevention assistance and is tracked through the CoC’s HMIS.
— Survey respondent
There are other prevention programs in the community that are not
tracked through HMIS. The CoC allocates approximately $170,000
in ESG funding to Food and Shelter and Thunderbird Clubhouse
to provide prevention and diversion services, including housing
relocation and stabilization services, short and/or medium-term rental assistance, rental arrears, rental
application fees, security deposits, advance payment of last month's rent, utility deposits and payments,
moving costs, housing search and placement, housing stability case management, mediation, legal
services, and credit repair as necessary to prevent the individual or family from becoming homeless. In
addition, other programs are trained to provide diversion assistance through conflict resolution and
problem-solving conversations.
Despite programs having limited or in some cases no prevention resources, stakeholders, and individuals
with lived experience of homelessness reported that the service providers are able to effectively help
many households prevent homelessness. In addition, there are also faith-based organizations in the area
that provide prevention services. During the height of the COVID-19 pandemic, the United Way of
Norman created a COVID-19 relief fund to help keep families in their homes with rental assistance.
HeartLine is the area’s 211 service, which connects callers to area resources, including any available
prevention resources.
Despite these efforts, the CoC’s Fiscal Year 2020 System Performance Measure that measures how
many people become homeless for the first time each year showed that 265 individuals entered the
homeless system of care who had not been in the system before (or had not been in the system for at
least the 24 months prior). This indicates that the current resources are still not meeting the existing need.

Recommendations

•

Involve philanthropy, service organizations, and the faith community
in supporting critical initiatives, such as public engagement
campaigns, and raising funding for flexible housing, risk mitigation
funds, and volunteers.

•

Expand, integrate, and improve the effectiveness of prevention and
diversion efforts to reduce the burden on the system of care.

•

Continue to leverage prevention and diversion programs to allow the
system to reserve limited beds in shelter and housing programs for
those that need additional support to regain housing.

•

Establish a coordinated homelessness prevention and problem
solving (homelessness diversion) system to help people at high risk
of homelessness remain housed. Expand on the work being done in
CCM and CoC Board planning meetings.
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•

Emphasize established prevention system protocols for identifying,
prioritizing, and serving households at risk of homelessness. Use
HMIS/CES data and provider input to identify characteristics of atrisk households

•

Align resources for prevention and identify gaps in availability of
crucial resources per individual ESG policies in Written Standards.

•

Provide regular training for all stakeholder partners in problem
solving conversation techniques, including all access and outreach
points.

•

Establish a monitoring protocol, including a field in HMIS to identify
households who fall into homelessness for the first time, and to track
impact of interventions.

•

Strengthen partnerships with criminal justice, child welfare, and
health care systems to coordinate support people at high risk of
homelessness to avoid discharges into homelessness.

•

Increase support for formerly homeless households with intensive
service needs to attain long-term housing stability.

•

Expand access to income, including employment and benefits, for
people experiencing homelessness and recently homeless
households.

Recommendations

R OBUST D ATA C OLLECTION AND A NALYSIS
Sound decision-making and evaluation of outcomes both require access to reliable, valid data. Without
access to such data, decision makers do not have the proper basis to make informed choices necessary
to guide planning processes, prioritize resources, or evaluate and measure performance in a manner
designed to increase the likelihood of preventing or ending homelessness. In addition, key funders—
including state and federal governments—rely on data collected through the Point-in-Time count and
System Performance Measures, to allocate limited resources. It is imperative that CoCs develop and
implement policies, procedures, and systems to ensure that quality information is contained within the
HMIS. The responsibility extends to every HMIS-participating agency to commit the resources necessary
to collect and contribute timely data accurately.
“Data quality” refers to the reliability and validity of client-level data as collected and maintained within the
community’s HMIS. Where data quality is high, it will accurately reflect the circumstances of persons
experiencing homelessness in the real world, enabling CoC leadership to make the decisions necessary
to improve the overall system of care and impact the lives of individuals and families in a positive manner.
The City of Norman is the HMIS Lead agency for the City of Norman/Cleveland County CoC. To ensure
that data meets appropriate quality standards, HMIS Lead Agencies — with input from stakeholders,
including all HMIS-participating agencies — typically develop Data Quality Plans that are formally
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adopted by the CoC as a whole. Data Quality Plans establish expectations for both the community and
end users to capture reliable, valid data on persons accessing the homeless system of care, which:
•
•
•

•

Identify the responsibilities of all parties within the CoC that affect data quality;
Establish specific data quality benchmarks for timeliness, completeness, and accuracy;
Describe the procedures that the HMIS Lead Agency and
HMIS System Administrator will take to implement the Plan
“There is really good
and monitor progress to meet data quality benchmarks; and,
system in place [the VIEstablish a time frame for implementation to monitor the
SPDAT] but it’s not
quality of data on a regular basis.

clear that it’s being

The quality of data is determined by assessing the (1) timeliness, (2)
followed.”
completeness, and (3) accuracy of the information. In addition to
— Survey respondent
addressing these three core determinants of quality, Data Quality
Plans also include provisions related to (4) monitoring and (5)
incentives/enforcement. Data Quality Plans should be developed as part of a community-wide discussion,
in order to generate stakeholder buy-in and ensure that the data itself will meet the needs of the CoC.
Currently the CoC does not have its own Data Quality Plan, but the City of Norman/Cleveland County
CoC works with Information Services of Oklahoma (ISOK) as their HMIS System Administrator. To help
participating agencies succeed and ensure that their CoC partners meet the high standards necessary to
successfully accomplish its work, ISOK developed a “Sharelink HMIS Policies and Procedures Manual.”
The Manual includes a data quality section. Within the data quality section, the Manual lists the core
minimum standards for data quality, timeliness, and completeness. The data quality section is
incorporated into each of the City of Norman/Cleveland County CoC agency’s memorandum of
agreement (MOA) with ISOK, which every agency that joins HMIS must sign.
Throughout the Gaps Analysis process, it was determined that several challenges and barriers exist in
gathering and maintaining accurate, timely data within Norman/Cleveland County’s system of care. Many
participating agencies reported that they do not have an adequate number of resources to input HMIS
data in a timely and accurate manner. In some cases, they over-rely on the HMIS Lead and, to a lesser
extent, the System Administrator to enter or correct data. The practice appears to be commonly accepted
throughout the CoC. However, the further removed data entry is from real-time – from when and how
events occur – the less likely it is to be accurate, especially if it is being entered by an entity other than
the one working directly with individuals and families.
It is important that all stakeholders have a shared commitment to ensuring that the CoC obtain and
preserve good quality data so that the CoC can understand who they serve, whether they are
succeeding, how and when to make changes, as well as to ensure compliance with funders to maintain or
increase resources to do the important work.
It appears, however, that there is a lack of understanding by some staff and organizations about the
importance of data quality and about some of the fundamental aspects of the HMIS system and required
HUD reporting. The HMIS System Administrator provides regular training to HMIS partner agencies, but
that may not be sufficient to ensure that the CoC is meeting the highest data quality standards expected
by HUD.
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The CoC has a Data Committee that is charged with overseeing aspects of how data is collected and
maintained. However, it is unclear if and how the Committee evaluates and monitors performance and
whether they truly can incentivize or enforce data quality within the CoC. Additional clear roles and
responsibilities around data quality could serve as an incentive to full HMIS data participation.
CoC processes currently supporting data quality include:
•
•
•

•

•

•

Each participating HMIS agency must sign an MOA that incorporates data quality
requirements, including timeliness and completeness, into the agreement.
All HMIS users are required to receive initial training which includes entering the HUD
universal and program specific data entry elements.
Prior to COVID, quarterly and as-needed HMIS training were offered to both new users and
as a refresher to existing users in the City of Norman/Cleveland County. In addition, the
training was provided monthly at the Homeless Alliance in Oklahoma City with invitations to
Norman agencies. The full CoC membership receives these invites and are aware of the
mandatory training staff must have to comply with HMIS standards.
Prior to COVID, there were monthly data quality meetings where the City of Norman HMIS
Lead met with participating agencies. Each quarter ISOK, the HMIS System Administrator,
also provided a Q&A session during the meeting to provide answers to agencies’ particular
questions and issues. The sessions also included instruction on running and reviewing
federal reports generated by HMIS. All HMIS participating agencies were required to attend
the meetings.
Since COVID, the CoC has held at least two HMIS training sessions per month, which are
offered online. The trainings are open to both new users and to users seeking refresher
training. The CoC also offers online training videos that cover HMIS data entry that can be
accessed in each of the HMIS’ tabs.
ISOK corresponds with HMIS-participating agencies one-on-one to answer questions on data
entry, correction, requirements, reporting, grant requirements, etc. ISOK has significant
interaction with each HMIS participating agency on a monthly/quarterly basis. They also offer
HMIS reporting training every other month to assist staff with reporting responsibilities.

There are also opportunities for the CoC to use the data collected for HUD to help improve systems
overall. The CoC can utilize and analyze the data to ensure their programs are meeting the needs of
individuals and families experiencing homelessness and housing insecurity in the community. The CoC
currently uses data as needed when making decisions using annual data or CES data when making
recommendations to the CoC Board or Governance Committee. However, in addition to this type of databased decision-making, regular performance and evaluation should occur.
The Data Committee should regularly assess the CoC’s System Performance Measures (SPMs) and
design custom local performance measures that may be more responsive to various issues in Cleveland
County or within the City of Norman. For example, one common CoC performance and evaluation plan
might include:
•
•
•

Bi-annual in-depth project-level assessment during the CoC Program competition and as a midyear check-in to help projects and the CoC make adjustments as needed.
Quarterly SPM check-ups to help the CoC be responsive to new trends (i.e., an increase in first
time homelessness or a decrease in income) and to take steps to address them promptly; and
Incorporate the use of longitudinal system analysis (LSA) data into data reports.
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There are some systems in place to ensure data participation and data quality in the CoC. More can be
done to ensure that data is timely, complete, accurate, and used to improve the performance of the CoC.

Recommendations

•

Revise data quality standards and develop a more robust, clear, and
transparent CoC “Data Quality Plan” that establishes expectations
for both the community and end users to capture reliable, valid data
on persons accessing the homeless system of care. A formal CoC
Data Quality Plan will:
o
o
o
o

o
•

Enable more formal and structured data quality policies and
procedures with incentives and enforcements;
Clarify that that data quality is the responsibility of the agencies
of the entire CoC and not only a City of Norman and/or ISOK;
Establish specific data quality benchmarks for timeliness,
completeness, and accuracy;
Describe the procedures that the HMIS Lead Agency and HMIS
System Administrator will take to implement the Plan and
monitor progress to meet data quality benchmarks; and,
Establish a time frame for implementation to monitor the quality
of data on a regular basis.

Revitalize the CoC’s Data Committee with a clear mandate and
expectations. The Data Committee should:
o
o
o
o

Oversee HMIS data quality;
Expand HMIS bed coverage;
Oversee ISOK’s regular efforts to train, monitor, and oversee
participation in the HMIS, including data quality, and
Develop, monitor, and oversee system performance measures.

•

Reevaluate PIT count methodology, especially with respect to the
chronic homeless status of residents in emergency shelter and
unsheltered situations.

•

Review data entry and data quality requirements for HMISparticipating homeless service providers to improve local
understanding of the scope of chronic homelessness in
Norman/Cleveland County.

•

Develop and deliver appropriate training and support resources
(including technical assistance) to all HMIS-participating agencies.
o

o

The CoC should be prepared to support agencies to adopt
internal policies, procedures, and practices as necessary to
ensure the development of high-quality data
The CoC should work through the Data Committee to draft and
deliver new training and support resources required to carry out
the new Data Quality Plan.
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o

Recommendations

If data quality metrics are not met, require agencies to participate
in additional training and ascertain what additional support and
resources those agencies need

•

Develop data quality benchmarks. The Data Committee should
incorporate into the CoC’s own detailed manual baseline
benchmarks and provide regular updates to each HMIS-participating
agency on the current progress toward the specific data quality
benchmarks established in the CoC Data Quality Plan at an agency,
program, and individual user level.

•

Develop incentives and establish a monitoring structure. Once the
Data Quality Plan has been drafted and adopted with benchmarks
and timelines, the CoC should implement appropriate incentives and
establish a monitoring structure to regularly assess the collection,
entry, and quality of the data contained in the HMIS. Examples
include:
o
o
o
o
o

Regular review;
Public reporting and recognition (i.e., monthly report cards);
Corrective Action Plans;
Continue scoring incentives in funding competitions (projects
with highest data quality more likely to receive funding); and
Funder-imposed sanctions (Collaborative
Applicant/Administrative Entity report to funder – possible
suspension of funds, etc.).

•

Seek out additional resources for HMIS to subsidize license costs
and consider a program to sponsor agencies based on need to make
HMIS participation more financially accessible to a diverse range of
stakeholders. Consider requiring organizations that want to place
their clients in housing to participate in HMIS if a subsidy is available.

•

Produce aggregate data reports, at least quarterly, which can
provide public information about the numbers of people being served
by the homeless system of care and/or placed in stable housing,
including demographic information.

•

Evaluate, track, and implement training and program modifications to
address any disparities in system access and service provision for
special subpopulations, including for people of color, non-English
speakers, and persons who identify as LGBTQ+. Improved data
quality will allow for more robust analysis of potential racial and
ethnic disparities among the homeless population to inform policy
decisions as the City and CoC work to address any systemic
inequities.
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C OORDINATION AND C OMMUNICATION TO E NSURE E FFECTIVE U SE OF L IMITED
R ESOURCES
One area where improvement could make a difference in the
effectiveness of the homeless system of care without a large
investment of resources is coordination and communication within
the CoC and between the CoC and the broader community. As
previously discussed, there is a wide variation in terms of how
people feel about the existing structure and efforts to address
homelessness within the CoC, the City of Norman, and the
broader system of care in the region; however, the vast majority of
people who participated in the gaps analysis were passionate
about addressing homelessness and finding solutions.

“There needs to be more
direction in the CoC, and
the Board needs to have a
clear role for all the
partners. A voice for the
CoC Board is needed.”

Within the CoC there is a core group of organizations providing
emergency shelter, housing, and supportive services. Community
meetings are advertised in paper, online, and on social media.
Enhancing that work, some CoC members undertake outreach for
people living unsheltered throughout the community and in
encampments. The City of Norman/Cleveland County have a
significant number of active organizations that engage with the
CoC; however, there are also community-based organizations and
advocacy organizations working to support homeless individuals
and/or to end homelessness who are not part of the CoC’s more
formal efforts. As coordination and partnership expands, data
confidentiality is one key area that must be addressed.

“Communication is good in
the inner circle, but not
good communication with
all the others who are not
part of the CoC but still
working with the
[homeless] community.”

— Stakeholder

— Stakeholder

Generally, those who are a part of the CoC feel positive about local efforts – including weekly
Coordinated Case Management meetings to discuss the by-name list, as well as formal and informal
regular efforts to coordinate and collaborate across organizations – and are hopeful about the ability of
the CoC to continue to reduce homelessness. However, there is not consensus amongst the active CoC
groups about how to work best with the broader community.
“There are obviously a lot
Moreover, because funding from the CoC and private partners is
of people who care who are
limited, there is some competition for resources that impacts
organizations’ abilities to collaborate with one another.
trying to help. We just
Amongst the critiques, stakeholders shared that there is
insufficient transparency about the activities of the CoC, that the
community could benefit by broadening the circle of organizations
who coordinate efforts, that more outreach and information is
necessary for people experiencing homelessness, and that public
misperceptions about homelessness exacerbate the community
tensions. Most commonly CoC stakeholders felt that additional
community engagement was necessary to overcome these
issues.

need to make sure we are
communicating with one
another and building
systems of care that are
sustainable and do not
just offer a small group of
volunteers who are over
extended.”
— Survey respondent

55

At the same time, most agencies can improve their coordination efforts so that the City and CoC have the
information needed to update the broader community on homeless efforts. A few stakeholders shared
that they are not always aware when partner organizations have staff turnover or hold relevant events.
These things may be posted on an agency’s website, but often are not shared.

C O C T RANSPARENCY
A number of stakeholders lauded the communication between active CoC members but expressed
concern that there was not adequate communication between the CoC and the other groups working in
the homeless system of care, as well as the public at large. People shared that the lack of transparency
made it more difficult to get community support for the efforts the
“Community meetings
CoC pursues. They mentioned that an area that was still fairly
opaque was the City of Norman processes around homeless
should be held to help us
funding. Certain funding streams have allocation processes that
understand the impact of
are determined by the regulatory framework of the funder, such
homelessness on not only
the Emergency Solutions Grant and Continuum of Care
individuals, but the
Programs. In both cases, the CoC is the body that makes the
community itself.”
funding determination, and the City of Norman acts as the
facilitator of the competition. A transparent, public process is
— Survey respondent
required to maintain that funding. However, both those programs
have fairly complex requirements so stakeholders or community members who are unfamiliar with these
funding streams may find the processes somewhat difficult to understand and navigate in the beginning.
Other homeless funding administered by the City of Norman, including General Fund and the Community
Development Block Grant program, all have public processes to review and award funding.
Another area that stakeholders felt could be improved was the flexibility and openness to feedback from
CoC leadership. They felt that the internal processes were generally good, but that when there was
constructive criticism from the broader community, the CoC would benefit from more dialogue, open
mindedness, and flexibility for trying different strategies. The City of Norman shared that they plan to work
out a respectful, meaningful way to have a dialogue that will also prevent individual staff from feeling
targeted.
A number of stakeholders mentioned a divide between the City of Norman and some members of the
community, recognizing that it needs healing, time and attention; that there are specific agencies and
organizations that also need to do work on that front.
Some stakeholders did not understand why the work around homelessness was happening more at the
city level. They wondered why more resources were not being distributed amongst the nonprofit providers
to undertake the activities, rather than have those resources be housed at the City of Norman.
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B ROADEN E NGAGEMENT AND K NOWLEDGE OF H OMELESS S ERVICE P ROVIDERS
While the community has established a strong foundation for coordinated partnerships between providers
through the Continuum of Care, greater investment and collaboration is needed by jurisdictional and
system-level stakeholders to collectively achieve shared goals.
There is a group of CoC members and stakeholders who
meet weekly who collaborate, cooperate, and coordinate to
support one another and people experiencing
homelessness. However, there are other organizations that
work in the arena who are not involved in the CoC and who
are not engaged in the coordinated efforts. Stakeholders felt
there was a gap between the two different groups and that
efforts could be made to bridge the divide and broaden
participation in the CoC. CoC members also expressed a
desire to increase participation in the CoC and connect with
organizations that currently were not actively involved in the
CoC. Confidentiality is one key area that must be addressed
as broader coordination efforts are developed.

“In order to make any sort of
change in the community, the
right kind of people need to be
at the table. Every
stakeholder from faith-based
agencies to law enforcement,
from city official[s] to parent[s]
from the community. They all
need to be part of the coalition,
to provide input, and help
strategically plan strategies to
prevent or reduce the risk of
homelessness.”

Stakeholders noted that the City of Norman/Cleveland
County is a small area and that “everyone tends to know
each other” who works in this sector. These personal
— Survey respondent
connections and relationships can facilitate further
collaboration and partnership but can also cause some
underlying friction. Many stakeholders recognized that there are some tensions with local advocates and
the City. A frequently cited example by both persons with lived experience and providers was that one
advocacy group warned persons experiencing unsheltered homelessness not to use the warming shelter
that was run by the City of Norman despite it being the only low-barrier shelter and the only one with
availability during some inclement weather last season.
Others noted that there can at times be a divide between the
“There is a friction between
faith-based and the non-faith-based community that makes it
the faith-based communities
more challenging to collaborate community-wide.

and the non-faith-based
organizations that has
prevented more effective
collaboration.”

Some stakeholders questioned whether policies and
protocols around the by-name-list, the prioritization process,
and Housing First were being followed as diligently as they
should be. Currently the by-name list is sent to all CoC
— Stakeholder
partners weekly. Trainings on the by-name-list protocols for
all CoC staff is conducted on a regular basis. Similarly, all CoC partners should participate in the weekly
by-name-list meetings. Organizations need to timely respond to requests to report data about clients to
ensure that the list is current and reflects the best information available to partners.
Stakeholders also noted that it would be beneficial to do renewed best practice trainings and open them
up to all interested parties from the homeless system of care, including those not traditionally involved in
the formal CoC. Trainings that are currently available to partners include, Housing-first/low-barrier
implementation, trauma-informed care, motivational interviewing, and in-services to help staff know the
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right time to reach out to legal aid or get involved before a household might get evicted. CoC stakeholders
also suggested the possibility of conducting formal facilitated discussions between CoC providers and
interested community partners.
Another issue that came up was the uneven geographic
distribution of housing and services. Most of the available
shelter beds and supportive services are concentrated in the
City of Norman; however, other areas in the county, such as
Moore, were identified as having additional needs. The City
of Moore is engaged in the CoC, which handles referrals
from Moore. Unfortunately, there are currently no services
offered in Moore at this time.
Ensuring that CoC resources are equitably distributed and
that entry into the system is available throughout the
geographic area are important considerations for the CoC
for the future.

“I find it interesting that in
most communities that things
happen at the county level –
lots of other communities that
things are happening at the
county – why is that not
happening here? In those
places it is happening at the
state level too. Would love to
see more of that in the
[Cleveland] community.”
— Stakeholder

Participants also raised the question about the participation of Cleveland County in addressing
homelessness and within the CoC. Stakeholders shared that the Sheriff’s office participates in
Coordinated Entry for the population they serve, but that the County could play a greater role providing
mental health and substance use services and collaborating generally on homelessness.

O UTREACH FOR P EOPLE E XPERIENCING H OMELESSNESS
When asked about what can be improved, a number of stakeholders noted that they would like to see
more engagement with the community, educating them about the CoC’s services. They indicated that
providing more robust resource information to the community at large, including community members,
community-based organizations, and faith-based organizations, would help provide a baseline
understanding of the services that are available to help connect individuals in need of services.
There have been public engagement events and public meetings
offered to the broader community, particularly before the COVID-19
pandemic. In 2019, the CoC hosted over 60 different public events
at library conferences, public schools, assisted living
establishments, area businesses and other venues, with little to no
attendance from organizations and individuals outside the CoC.
Given that response, additional types of outreach efforts may be
needed, and perhaps the release of the Gaps Analysis can be
leveraged to engage the community.

“It seems as if we don’t
get enough responses
to what our care or
concerns are.”
— Focus group participant

It does appear from the focus groups that there are individuals experiencing homelessness who are
unaware of the breadth of housing and services that are available in the City of Norman/Cleveland
County. Additionally, one stakeholder noted that most of the surrounding areas outside of the City of
Norman offer minimal services and people in those communities lack information about what is available
in the City. An agency also reported that when they go to the west side of the City to provide services,
most of the people they serve are not aware of what the wider community has to offer.
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During focus groups, participants were asked how they first found out
about shelter and services and where to get help. Most participants
shared that they learn about where to get help by word-of-mouth from
other people experiencing homelessness. Once people are connected to
services, they frequently learned about other organizations through the
providers they interacted with. However, few identified the source of
information being the CoC or Coordinated Entry. Similarly, when people
with lived experience of homelessness were surveyed about how they
find help when they need it, most people said word of mouth, while a
handful of said they found information about shelters from the internet or
Google.

“If organizations had
more information
about other
organizations. Better
community ties and
communication
between
organizations.”
— Focus group participant

A gap that became apparent was that there is not sufficient information
for people experiencing homelessness about the broad array of help that is available. This applies not
only to housing navigation or case management, but also to assistance with document readiness, job
skills and life skills training, negotiating landlord relationships, accessing benefits, etc. In one of the focus
groups, a participant acknowledged that they slept outside a shelter for days that was full because they
were not aware of the warming shelter that had availability nearby.
Some people experiencing homelessness strongly suggested that the community could benefit from a
peer-support model, where people formerly homeless provide assistance, could build trust, and had
knowledge of what people were going through. Some had experience with similar programs in other
communities and highly recommended it as a model.

E DUCATING THE P UBLIC ON THE C AUSES AND C HALLENGES OF H OMELESSNESS
Homelessness is growing and there are many myths and misconceptions around why people are
homeless and the programs and services that work best in solving the problem. Rising costs of housing,
combined with wages that are not keeping pace, are among the main
causes of increasing rates of homelessness. A deeper understanding
“There is a great deal of
of homelessness and its solutions will strengthen community support
public education that can
for critical next steps, as well as help begin the process of resolving
take place in recognizing
some of the persistent confusion surrounding this issue within the
that there is no one solution
community.

in addressing homelessness.”

Community survey respondents were asked to identify the biggest
— Stakeholder
roadblocks that prevent Norman/Cleveland County from ending
homelessness. Amongst the top reasons, more than one in three respondents felt that “negative
stereotypes about people experiencing homelessness” was one of the biggest roadblocks to ending
homelessness.
There is also disconnect in both service providers and the broader community that many people do not
want help even when it is offered. Some stakeholders shared that building a better understanding of the
trust needed and supportive services required to be able to support people once they are housed could
help the broader community understand the need for longer term, more intensive services for them to
transition to stable housing.
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Many of the community members surveyed, especially those who do not work with people experiencing
homelessness and/or do not know someone who have experienced homelessness, had the perception
that people experiencing unsheltered homelessness do not want to be housed.
Other stakeholders surveyed and interviewed who work within
the homeless system of care reported that, in their experience,
the requirements attached to some housing programs, such as
income requirements, identification documents, employment,
sobriety, and mandatory service participation (i.e., required
chores, meetings, etc.), can act as a barrier for unsheltered
individuals, especially those who are chronically homeless and
experiencing severe mental illness. Several interviewees
expressed the belief that reducing barriers in housing and
creating additional low-barrier opportunities would increase the
likelihood of housing many of the currently service resistant
unsheltered population. Other CoC members noted that they
were working hard to place clients with housing challenges
through a one client at a time approach, recognizing that
removing barriers does not happen overnight.

“We need to shift the attitude
in our community of people
thinking those who
experience homelessness are
lazy or choose to be there. We
need to educate people in the
community to understand
that the nuances of mental
health and substance abuse
conditions that lead to
homelessness are complex
and profound. We need to
encourage awareness and
compassion.”

Individuals who were currently experiencing homelessness in
the area or who had recent lived experience provided further in
sight on these issues. The vast majority of unhoused survey
participants said they would be interested in any housing if it were
available. Focus group participants shared a deep interest in being
housed. When asked why they felt there was still a significant population
of individuals living unsheltered, the most common answers were
untreated mental illness, the barriers within existing programs (i.e., no
pets or partners allowed, sobriety, identification requirements,
inadequate storage, etc.) and the lack of access to market rate rentals,
including inequitable treatment from landlords and others based on their
homeless status, race/ethnicity and/or gender.

— Survey respondent

“There are a lot of
myths about
homelessness…With
the general public
there is a feeling of –
they are homeless
because they want to
be so why should we
spend time and effort
on them. [That is the]
prevailing…attitude.”

There will always be some individuals who are unsheltered who persist
in being resistant to offered housing, supports and other interventions. In
many cases, long-term client-centered outreach utilizing principals of
harm-reduction and trauma-informed care are needed to develop trust
and build relationships before progress can be made, particularly where
— Stakeholder
they have long histories of homelessness or have serious mental illness.
Peer outreach and multi-disciplinary teams, including individuals with
mental health expertise and others with tangible supports, such as nursing, medication support, etc. can
be particularly useful in establishing the needed connections.
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•

Recommendations

Create formal mechanisms to support transparency about the CoC to
the broader community. They might include:
o
o
o

•

A dedicated comprehensive website that represents the CoC
A weekly column in a local newspapers or e-newsletter
A calendar of events published on the City of Norman’s website,
a new CoC website, and/or in local newspapers.

Agencies will need to contribute relevant information
o
o

o

A quarterly insert with a list of services available for information
and referral with contact information.
Profiles of people with lived experience who have been helped
by the CoC that can be shared with newspapers, on the CoC
website, the City of Norman’s website, and in other locations to
highlight success stories, that complements what is already
occurring through partner organizations.
Continue to provide updates at least quarterly of CoC activities at
the Ad Hoc Committee on Homelessness, CoC meetings, and
published on the CoC website with performance data.

•

Include success stories, challenges, key policy decisions,
allocations, announcements of new staff, available resources,
housing opportunities, etc. on the CoC website, the City of Norman
website, at the public library, and other public places frequently
visited by individuals experiencing homelessness.

•

Continue posting Point-in-Time Count/System Performance
Measure/Data Quality reports on the CoC website, the City of
Norman website, and other CoC-participating agency websites.

•

Involve philanthropy, service organizations, and the faith-based
community in supporting critical initiatives such as public
engagement and education campaigns, raising funds for the flexible
housing and risk mitigation funds, and volunteer opportunities.

•

Undertake a community engagement campaign that includes
landlords, people recently housed, the business community and
other leaders.

•

Establish a lived experience advisory board, comprised of people
currently experiencing homelessness or with recent lived experience
who can provide feedback to the CoC and be involved in
policymaking and allocations processes within the CoC.

•

Provide a leadership coach to staff of the City of Norman to help
facilitate interactions with community members that are highly critical
of the work of the CoC
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Recommendations

•

Create and fund peer-based supportive services that recruit people
with lived experience to participate in the CoC by providing services
and navigation support to people who are currently homeless.

•

Develop resource materials and educational information that can be
available online and distributed at the public library, at transportation
sites, and other places where people experiencing homelessness or
at risk of homelessness can learn more about the variety of
organizations and services in the community.

•

Create a communications campaign to improve public understanding
of homelessness and the local response and to promote dialogue
and collaboration:
o
o

o

o
o

Develop educational materials and training opportunities
Disseminate and publicize the Gaps Analysis, using the process
as an opportunity to increase community-wide understanding of
the causes of homelessness and the characteristics of the
homeless population in the area and to promote dialogue about
potential solutions
Host a community forum reviewing the key findings of the Gaps
Analysis, gather feedback on proposed solutions, and focus on
building consensus around action steps
Update survey takers and interviewees on key findings
Use Gaps Analysis as a platform to develop long-term strategic
action plan and to move community towards collective action

•

Include introductory information about homelessness when collecting
community feedback, hosting townhalls, holding hearings, or having
large meetings related to homelessness to ensure shared
understanding of the issue and help preemptively respond to
potential questions.

•

Conduct a year-round Citywide campaign addressing common myths
about homelessness and celebrating progress:
o

•

A consistent and comprehensive campaign over time that
stresses how homelessness is an issue that impacts everyone
can be an effective way to build support for new projects and
increase visibility of current interventions being implemented.
Humanizing the issue with specific stories and experiences, in
addition to empirical data can be effective

Create a publicly facing dashboard or scorecard that shows progress
towards identified goals of services offered, people assisted, or
people placed into housing
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CONCLUSION
There is a tremendous amount of work happening throughout the City of Norman/Cleveland County to
prevent and end homelessness. Through the Gaps Analysis process, strengths and achievements as well
as potential areas for growth were identified. Seven key gaps were identified, each with tailored strategies
for response: safe and affordable housing; low-barrier housing and day services; supportive services;
transportation; prevention; data collection and analysis; and coordination and communication.
In each of the seven focus areas there is an extensive set of recommendations that the community can
consider for adoption or improve existing efforts, as the process moves forward into developing an action
plan to build out the programs, services, and systems changes presented in this analysis.
The next stage in the process is to share the Gaps Analysis with CoC partners, nonprofit organizations
and other service providers, city and county officials, business leaders, neighbors, and individuals
experiencing homelessness. There will be opportunities for interested stakeholders to discuss the
recommendations and give input on what each would like to see prioritized and developed into specific
action steps to be adopted by the CoC and the City of Norman.
Not all the proposed solutions can be implemented at once and each has differing levels of anticipated
effort and impact. Additionally, many of these recommendations build off existing programs and resources
or current efforts to improve the system while others will require new resources or creative new solutions.
By working together to identify the most promising and timely solutions and match resources and partners
to those efforts, the region can begin to lay the foundation for future success.
At this time, the region can and should reflect on the great work that has already occurred in the
community over the past ten years and come together in this moment to consider action steps to better
prevent and reduce homelessness and preserve the quality of life in the City of Norman/Cleveland County
for all residents moving forward.
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APPENDIX A: GLOSSARY OF TERMS
Annual
Performance
Reports (APRs)

Annual Performance Reports (APRs) are reporting tools that HUD uses to track
program progress and accomplishments and inform the Department’s
competitive process for homeless assistance funding.

At Risk of
Homelessness

At risk of homelessness is defined by the U.S. Department of Housing and
Urban Development (HUD) as an individual or family who has unstable housing
and inadequate income and resources to prevent them from becoming
homeless.22

Behavioral Health

Behavioral health describes the connection between a person's behaviors and
the health and well-being of the body and mind.23

“By-Name” List

The by-name list is a complete and inclusive list of every person experiencing
homelessness in Norman/Cleveland County. It includes information collected
and shared with the individual’s consent like their name, history, health
considerations, and housing needs.

Case Management

Case management includes assessment, planning, facilitation, care
coordination, evaluation, and advocacy with people experiencing
homelessness. Staff work with individuals and families to address their
comprehensive needs to help them exit homelessness and stay housed.

Chronically
Homeless

A person is chronically homeless who has been homeless for at least a year,
either 12 months consecutively or over the course of at least 4 separate
occasions in the past 3 years. To be chronically homeless, the individual or
head of household must also have a disability.

The City of
Norman’s Ad Hoc
Committee to
Address
Homelessness

The City of Norman’s Ad Hoc Committee to Address Homelessness, is a
committee of the City Council that was formed to develop a plan and strategies
for addressing homelessness in the region.

22
23

See 24 C.F.R. § 576.2 for complete definition of “at risk of homelessness” under the Emergency Solutions Grant Program.
See https://www.cdc.gov/pcd/issues/2020/20_0261.htm
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Community
Engagement

Community engagement is an essential and important component of homeless
response activity. Centering a homeless response system’s work around people
with lived experience of homelessness means that the homeless response
system has structures in place to ensure the direct participation from people
experiencing homelessness in policies, strategies, implementation, and
evaluation of the homeless response system. While there are many ways to
engage people with lived experience in the homeless response system, often a
formal structure such a Community Advisory Board or a Lived Experience
Advisory Board that is comprised solely of people formerly/currently homeless,
provides a vehicle for regular and meaningful engagement.

Community
Development
Block Grant
(CDBG)

The federal Community Development Block Grant (CDBG) provides annual
funding to states, cities, and counties to support housing and expand economic
opportunities in communities. CDBG grants must benefit low- and moderateincome people, aid in the prevention or elimination of slums or blight and meet a
need having particular urgency (urgent need).

Continuum of Care
(CoC)

The Continuum of Care (CoC) is a group comprised of nonprofit organizations,
service providers, and local government agencies that coordinates homeless
services and homelessness prevention activities across a specified geographic
area. Through the CoC application process, communities submit to HUD a
consolidated application to fund homelessness assistance programs.
Each CoC must establish a Board to act on its behalf. It may also appoint
additional committees or workgroups to fulfill its responsibilities. The CoC must
develop a governance charter to document all groups created to support the
CoC and each group’s relative responsibilities.
A CoC’s three primary responsibilities are: 1) Operating the CoC; 2) Planning;
and 3) Designating and operating a Homeless Management Information System
(HMIS).

Coordinated Case
Management
Committee (CCM)

A Sub-Committee of the CoC Executive Board comprised of CoC funded
partners and key stakeholders in the community, all of whom are directly
engaged with the housing process. Clients who are receive housing assistance
through CCM also receive intensive case management based upon the
principles of the Housing First philosophy.
CCM is the appropriate pathway approved by the CoC Executive Board to
advocate all clients for prioritization, timeliness for housing placements, and
appropriate funding source.
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Coordinated Entry
System (CES)

The Coordinated Entry System (CES) provides a centralized approach to
connect the region’s most vulnerable homeless residents to housing through a
single community-wide assessment tool and program matching system. CE
processes, deployed across an entire community, make it possible for people
experiencing or at risk of experiencing homelessness to have their strengths
and needs quickly assessed (triage), and to be swiftly connected to appropriate,
tailored housing and services within the community. People with the greatest
needs receive priority for any type of housing and homeless assistance
available, including permanent supportive housing, rapid rehousing, and other
interventions.

Critical Time
Intervention (CTI)

Critical Time Intervention (CTI) is a time-limited evidence-based practice that
mobilizes support for society’s most vulnerable individuals during periods of
transition. It facilitates community integration and continuity of care by ensuring
that a person has enduring ties to their community and support systems during
these critical periods. CTI has been applied with veterans, people with mental
illness, people who have been homeless or in prison, and many other groups.
The model has been widely used on four continents.
(https://www.criticaltime.org/cti-model/)

Drop-in
Centers/Day
Services

Day centers or day services offer showers, internet access, case management,
housing navigation, and other supportive services during traditional daytime
hours. In most cases these services are free.

Diversion

Diversion is an intervention designed to immediately address the needs of
someone who has just lost their housing and has become homeless. Diversion
is a client-driven approach. Its goal is to help the person or household find safe
alternative housing immediately, rather than entering shelter or experiencing
unsheltered homelessness. It is intended to ensure that the homelessness
experience is as brief as possible, to prevent unsheltered homelessness, and to
prevent stays in shelter.24

Emergency Shelter

Emergency shelter means any facility with overnight sleeping accommodations,
the primary purpose of which is to provide temporary shelter for people
experiencing homelessness in general or for specific populations of people in
homeless situations.

24

National Alliance to End Homelessness.
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Emergency
Solutions Grant
(ESG)

Federal Emergency Solution Grants (ESG) provide grants by formula to states,
metropolitan cities, urban counties, and U.S. territories for eligible activities,
which generally include essential services related to emergency shelter,
rehabilitation, and conversion of buildings to be used as emergency shelters,
operation of emergency shelters, and homelessness prevention services. The
specific five program areas that ESG funds are: street outreach, emergency
shelter, homelessness prevention, Rapid Rehousing assistance, Homeless
Management Information System (HMIS), as well as up to 7.5% of a recipient’s
allocation can be used for administrative activities.

Federal Poverty
Guidelines

Federal Poverty Guidelines are issued each year by the U.S. Department of
Health and Human Services (HHS). The guidelines are a simplification of the
federal poverty thresholds and are used to determine financial eligibility for
certain federal programs.

Green Zones

Green zones are areas in a community that prohibit individuals who have been
convicted, received a suspended sentence, or a deferred sentence for a crime
to live, either temporarily or permanently. Under state law, such individuals are
prohibited from living within a 2000-foot radius of any public or private school
site, educational institution, property, or campsite used by an organization
whose primary purpose is working with children, a playground or park that is
established, operated or supported in whole or in part by city, county, state,
federal or tribal government, or licensed childcare center as defined by the
Department of Human Service.25

Homeless
Management
Information
System (HMIS)

Homeless Management Information System (HMIS) is a local information
technology system used to collect client-level data and data on the provision of
housing and services to homeless individuals and families and persons at risk
of homelessness.

Homeless System
of Care

A homeless system of care is another way of describing the Continuum of Care
(CoC) and the network of partners who come together to work to support people
experiencing homelessness or at risk of homelessness.

Housing Choice
Vouchers (HCVs)

Housing Choice Vouchers (HCVs), formerly known as the Section 8
program, are long-term rental subsidies funded by HUD and
administered by Public Housing Authorities that can be used to help
pay for rent.

25

Offender Registration Information, City of Norman.
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Housing First

Housing First is a well-accepted, national, evidenced-based best practice that
eliminates barriers to housing, ensuring individuals and families can exit
homelessness as quickly as possible. Housing First is an approach to connect
households experiencing homelessness quickly and successfully to permanent
housing without preconditions and barriers to entry, such as sobriety, treatment,
or service participation requirements. Supportive services are offered on a
voluntary basis to maximize housing stability and prevent returns to
homelessness as opposed to addressing predetermined treatment goals prior to
permanent housing entry.26

Housing-Focused
Shelters

Housing-Focused Shelters (sometimes called “Navigation Centers”) help people
connect long-term solutions to homelessness and address the barriers that
keep them from becoming housed. The goal is to help people exit
homelessness as rapidly as possible. Once housed, people can work on the
underlying challenges that undermine their stability. Housing-Focused Shelters
typically offer:
•
•

•

•

•

•

26

Admissions policies that screen-in (not screen out) households, and
welcome pets, partners, and possessions.
Minimal rules and restrictions that focus on safety (e.g., no weapons)
and ability for people to come and go, with 24-hour operations. Rule
violations that are addressed through case management and behavior
modification, rather than termination of assistance.
Client-centered services tailored to support a household’s ability to exit
homelessness (e.g., job training, benefits enrollment), including
voluntary, intensive case management geared toward helping clients
obtain and maintain permanent housing as quickly as possible through
a housing action plan.
Physical layout and aesthetics that include community spaces, outdoor
spaces for pets, storage for possessions, mixed-gender dormitories that
allow partners to request beds next to one another, and other design
elements that promote a welcoming environment.
Staff with cultural competencies who treat residents with respect and
dignity and caseloads that are kept small enough for staff to spend
adequate time with each client.
Co-location of benefits eligibility workers, health care, Department of
Public Health, and other services. Partnerships with programs such as
meals-on-wheels can assist with providing food.

What Housing First Really Means, National Alliance to End Homelessness (NAEH), https://endhomelessness.org/what-

housing-first-really-means/
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Housing Inventory
Count (HIC)

The Housing Inventory Count (HIC) reflects the number of beds and housing
units available on the night designated for the January PIT count that are
dedicated to serve people who are/were homeless. The HIC provides data by
program type and includes permanent housing beds and data on beds
dedicated to serve specific sub-populations. The data often comes from HMIS
and/or from service providers.

HUD Definition of
Homelessness

The Department of Housing and Urban Development (HUD) has a specific HUD
definition of homelessness that applies to the homelessness programs that the
federal government funds. Under HUD programs, homelessness is defined as:
people living in a place not meant for human habitation (such as an
encampment, tent, or vehicle), emergency shelters, or transitional housing.

Landlord Incentive
Program

Landlord incentive programs provide education and incentives to landlords to
make it more likely they will rent to people experiencing homelessness. They
can provide funding to support risk mitigation (compensating landlords if tenants
harm their premises) and financial incentives that make landlords more likely to
rent to people transitioning out of homelessness. Most programs include an
education component and address racial inequities in voucher acceptance and
access to housing.

Low-Barrier

Low-barrier shelters are emergency shelters that have removed most
requirements/obstacles for entry into the program so that households are more
likely go indoors to connect to services rather than stay on the street. For
example, unhoused residents are allowed to bring their pets and possessions,
to live with their partners, and do not have to exit the shelter each morning.
They are not expected to abstain from using alcohol or other drugs, so long as
they do not engage in these activities in common areas of the shelter and are
respectful of other residents and staff.

McKinney-Vento
Act

The McKinney-Vento Act is a federal statute that has a more expansive
definition of homelessness than the HUD definition. The Act requires schools to
track students experiencing homelessness. For public education programs tup
through high school, homelessness includes people experiencing
homelessness under the HUD definition, but also includes youth who are couch
surfing or doubled-up (e.g., with multiple families sharing the same space).
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Motivational
Interviewing

Motivational interviewing is a collaborative, goal-oriented method of
communication with particular attention to the language of change. It is
designed to strengthen an individual’s motivation for and movement toward a
specific goal by eliciting and exploring the person’s own arguments for change.
(https://www.umass.edu/studentlife/sites/default/files/documents/pdf/Motivationa
l_Interviewing_Definition_Principles_Approach.pdf)

Notice of Funding
Availability (NOFA)

The Notice of Funding Availability (NOFA) is something that CoCs apply to
every year through a competitive process in response to HUD’s CoC Program
Notice of Funding Availability (NOFA). After enactment of the annual federal
Appropriations Act for the Fiscal Year, HUD issues a NOFA allowing all CoCs in
the country to compete for funding.
HUD awards CoC Program funding competitively to nonprofit organizations,
states, and/or units of general-purpose local governments (often counties),
collectively known as recipients. In turn, recipients may contract or sub-grant
with other organizations or government entities (known as Subrecipients) to
carry out the grant’s day-to-day program operations.
The NOFA requires that each CoC design, operate and follow a collaborative
process to develop and approve of applications for funding. The CoC has to
establish priorities for funding projects in its geographic area and determine if
the CoC will file one comprehensive application for funding or more than one.
Funding acquired through the CoC Program NOFA can be used to support:
permanent housing (PSH and RRH); Transitional Housing; Supportive Services
Only (SSO) (including coordinated entry); HMIS (available to HMIS leads only);
and homelessness prevention (limited).

Permanent
Supportive
Housing

Permanent Supportive Housing (PSH) provides long-term housing with
intensive supportive services to persons with disabilities. These programs
typically target people with extensive experiences of homelessness and multiple
vulnerabilities and needs who would not be able to retain housing without
significant support.

Prevention

Prevention is a strategy intended to target people who are at imminent risk of
homelessness (whereas diversion usually targets people as they are initially
trying to gain entry into shelter).

Rapid Rehousing

Rapid Rehousing (RRH) provides rental housing subsidies and tailored
supportive services for up to 24-months, with the goal of helping people to
transition during that time period to more permanent housing.
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Point-in-Time (PIT)
Count

Every year, the Norman/Cleveland County Continuum of Care (CoC) conducts
a “Point in Time” (PIT) count of people experiencing homelessness on a single
night in January. The January PIT count provides the best data available on the
size and characteristics of the homeless population over time.

Roles Within a
CoC

There are many roles that communities fill in order to ensure the CoC functions
well and effectively serves people experiencing homelessness.
•
•

•

•

•
•

CoC: Coalition of local government, nonprofits, and other stakeholders
CoC Board: The entity established to act on behalf of the CoC. It must
be representative of relevant organizations and projects serving
homeless subpopulations in the community.
Collaborative Applicant: A legal entity that is designated by the CoC to
apply for annual NOFA funding on behalf of the CoC. The Collaborative
Applicant also applies for planning funds on behalf of the CoC. Many
CoCs delegate additional administrative tasks to the Collaborative
Applicant.
HMIS Lead: A legal entity designated by the CoC to manage the day-today operation of the CoC’s Health Management Information System
(HMIS).
CoC Program Funding Recipients/Subrecipients (“programs” or
“projects”)
Workgroups or Committees: HUD requires the CoC to establish
workgroups and/or committees to help carry out other activities of the
CoC.

Seriously Mentally
Ill

A person is seriously mentally ill if they have a mental, behavioral, or emotional
disorder that leads to functional impairments that prevent people from
accomplishing one or more activities of daily living.

Single Room
Occupancy (SROs)

Single Room Occupancy (SROs) are units that provide single, low-income
homeless individuals with housing in privately owned, rehabilitated buildings.
Typically, HUD contracts with local Public Housing Agencies to rehabilitate
residential properties and then provide rental assistance payments to landlords
who rent the space to people experiencing homelessness. The HUD rental
assistance lasts up to ten years. Owners are compensated for the costs of
rehabilitation and maintaining the property, through rental assistance payments.
The rental assistance is project-based, so it stays with unit and does not travel
with the individual in the event that they move.

71

Street Outreach

Street outreach involves multi-disciplinary teams who work in streets or
encampments to engage with people experiencing homelessness who may be
disconnected or alienated from services and supports that are offered at an
agency.

Substance Use
Disorder

Substance use disorder is a disease that affects a person’s brain and behavior
that leads to an inability of the person to control the use of medications or
drugs.

Supportive
Services

Supportive services include assistance applying for benefits, mental health and
substance use services, outpatient health services, information and referral
services, child care, education, life skills training, employment assistance and
job training, housing search and counseling services, legal services, outreach
services, transportation, food assistance, risk assessment and safety planning
(particularly for individuals and families experiencing domestic violence), and
case management services such as counseling, finding and coordinating
services, and monitoring and evaluating progress in a program.

System
Performance
Measures (SPMs)

System Performance Measures (SPMs) are a selection of criteria that CoCs
report regarding system level performance that are used to determine CoC
funding. SPMs are used to measure performance and CoCs use them to adapt
or modify practices to better meet the needs of people experiencing
homelessness.

Transitional
Housing (TH)

Transitional Housing (TH) provides temporary housing accommodations and
supportive services. While many households benefit most from direct
connections to permanent housing programs such as RRH or PSH (which are
often more cost-effective over the long term), transitional housing can also be
an effective support. In particular, certain subpopulations, such as people
fleeing domestic violence and transitional age youth, can meaningfully benefit
from a transitional housing environment.

Trauma-Informed
Care

Trauma-informed care is a practice that focuses on understanding and
compassion, especially in response to trauma. The practice utilizes tools that
empower people to work toward stability. It recognizes a wide range of trauma
that can impact people experiencing homelessness; physical, psychological,
social, and emotional trauma. It emphasizes the safety of both clients and
providers.

72

APPENDIX B: STAKEHOLDER ENGAGEMENT
The organizations interviewed for the Gaps Analysis were:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Bridges of Norman
Catholic Charities
Central Oklahoma Community Mental Health
The Chamber of Commerce
The City of Norman
First National Bank and Trust
Food and Shelter
The Homeless Alliance
Hope Community Services
The Norman Housing Authority
The Norman Police Department
Oklahoma Human Services Department
The Pioneer Library System
The Salvation Army
The Social Injustice League
Thunderbird Clubhouse
Transition House
The U.S. Veterans Administration
The United Way

Focus groups included individuals and heads of households of families with lived experience or with
recent lived experience of homelessness. The focus groups were held at the following locations:
•
•
•
•

Food and Shelter
The Sanctuary
The Salvation Army
Thunderbird Clubhouse
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APPENDIX C: COMMUNITY SURVEY (EXCERPTS)
QUESTION 17. WHAT IS YOUR ASSESSMENT OF THE EXISTING SUPPLY OF HOUSING FOR
PEOPLE EXPERIENCING OR AT-RISK OF HOMELESSNESS RELATIVE TO DEMAND?
40%
37.41%
35%
30%
25%
19.18%

20%

17.51%

15%

15.59%
10.31%

10%
5%
0%

Shortage of
supply

Severe shortage
of supply

Don’t
know/unsure

Adequate supply

More than
enough supply

QUESTION 18. WHAT ARE THE GREATEST BARRIERS TO FINDING PERMANENT AND
AFFORDABLE HOUSING FOR PEOPLE EXPERIENCING HOMELESSNESS IN CLEVELAND
COUNTY?

Lack of affordable units

50.12%

Landlords unwilling to accept tenants with
specific issues/histories (criminal history, poor
credit, current or past substance use)

42.58%

Lack of supportive services necessary for clients
to sustain housing

36.98%

Lack of knowledge of where to find affordable
units

31.39%

Other (please specify)

28.71%

Landlords unwilling to accept tenants out of
homelessness

21.65%

Lack of supply near public transportation

20.68%

Landlords unwilling to accept subsidies/rental
assistance

19.22%
0%

10%

20%

30%

40%

50%

60%
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QUESTION 20. WHAT DO YOU THINK ARE THE BIGGEST ROADBLOCKS TO KEEPING
CLEVELAND COUNTY FROM ENDING HOMELESSNESS?

Insufficient mental health support

58.74%

Insufficient permanent and affordable housing

36.65%

Negative stereotypes about people experiencing…

34.95%

Poverty

34.47%

High cost of housing

31.55%

Unemployment

31.31%

Insufficient homeless prevention and shelter diversion…

29.61%

Insufficient homeless assistance funding

25.00%

Other (please specify)

24.76%

Insufficient support for criminal justice-involved…

23.30%

Insufficient coordination between homeless providers

18.20%

Insufficient shelter capacity

17.23%

Insufficient access to affordable medical care

16.99%

Insufficient safe housing

14.32%
0%

10%

20%

30%

40%

50%

60%

70%

QUESTION 24: I BELIEVE IT IS POSSIBLE TO SIGNIFICANTLY REDUCE HOMELESSNESS IN
CLEVELAND COUNTY.
60%

58.53%

50%

40%

30%

28.35%

20%

10%
5.51%

4.20%

3.41%

0%
Strongly agree

Somewhat agree

Somewhat
disagree

Strongly disagree Don't know/unsure
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QUESTION 25: I WOULD SUPPORT FUNDING FOR NEW PERMANENT SUPPORTIVE HOUSING,
(I.E. LONG-TERM HOUSING AND SUPPORTIVE SERVICES FOR PERSONS WITH DISABLING
CONDITIONS)
60%

50%

48.30%

40%

30%
22.19%
20%

20.37%

10%

0%
Strongly agree

Strongly disagree Somewhat agree

4.96%

4.18%

Somewhat
disagree

Don't know/unsure

QUESTION 26: I WOULD SUPPORT FUNDING FOR NEW SHORT-TERM RENTAL ASSISTANCE WITH
OR WITHOUT CASE MANAGEMENT.
40%
35%

33.51%

30%

27.49%

25%
20.68%

20%
15%

12.30%

10%
6.02%
5%
0%
Strongly agree

Strongly disagree Somewhat agree

Somewhat
disagree

Don't know/unsure
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QUESTION 31: WHAT OTHER FACILITIES OR INITIATIVES WOULD MAKE THE BIGGEST IMPACT
ON PEOPLE EXPERIENCING HOMELESSNESS IN CLEVELAND COUNTY? PLEASE RANK IN
ORDER OF NEED.

Homeless to work initiatives

5.28

Women/children's shelters

5.27

Cooling/heating centers

4.36

Day Centers

4.35

Navigation centers

3.63

Tiny homes

3.39

Safe parking

2.24
0

1

2

3

4

5

6

QUESTION 33: WHAT POPULATIONS NEED IMMEDIATE ATTENTION IN THE RESPONSE TO
HOMELESSNESS?

Children and families

69.87%

People with disabilities

53.87%

Domestic violence survivors

52.53%

Veterans

48.00%

Seniors

42.93%

Chronically homeless

40.27%

Youth

38.93%

Low-income employed

38.40%

People with substance use issues

37.87%

Ex-offenders

27.20%

Youth Parents

25.33%

LGBTQ

22.40%

Racial and ethnic minorities

20.80%

Other (please specify)

10.13%
0%
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40%
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60%

70%

80%
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QUESTION 34: WHAT STAKEHOLDERS WOULD YOU LIKE TO SEE PLAY A BIGGER ROLE IN
ADDRESSING HOMELESSNESS?

Mental health clinics

62.47%

Faith-based organizations

47.99%

Rehab centers

47.18%

State agencies

43.97%

Cleveland County

43.97%

Cities

32.71%

Businesses

32.44%

Foundations

32.17%

Landlords

29.76%

Police Department

26.81%

Schools and universities

24.13%

Hospitals

23.06%

Other (please specify)

10.19%
0%
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20%
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APPENDIX D: PEOPLE WITH LIVED EXPERIENCE OF
HOMELESSNESS SURVEY
QUESTION 7: ARE YOU CURRENTLY HOMELESSNESS?
100%
90%

86.49%

80%
70%
60%
50%
40%
30%
20%
13.51%
10%
0%
Yes

No

QUESTION 10: HOW LONG HAVE YOU EXPERIENCED HOMELESSNESS?
40.0%
36.36%
35.0%
30.0%
25.00%

25.0%
20.0%

15.91%
15.0%

13.64%
9.09%

10.0%
5.0%
0.0%
6 to 12 months

Other: Several Less than 1 month
Years

3 to 6 months

1 to 3 months

QUESTION 11: HOW LONG HAVE YOU LIVED IN CLEVELAND COUNTY?
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40.0%

37.78%

35.0%
30.0%
24.44%

25.0%
20.0%

17.78%

15.0%

13.33%

10.0%
6.67%
5.0%
0.0%
Less than 1 year

10+ years

1 to 3 years

5 to 10 years

3 to 5 years

QUESTION 13: WHAT KIND OF HELP HAVE YOU GOTTEN FROM ORGANIZATIONS OR
PROGRAMS IN CLEVELAND COUNTY?
Emergency Shelter

60.00%

Food stamps

55.56%

Medical care including mental health care

33.33%

Help finding a permanent place to live

31.11%

Mental health services

28.89%

Services from a Church or other religious group

24.44%

Help getting health insurance

20.00%

Help paying utilities

17.78%

Help paying rent

17.78%

SS disability
Services from law enforcement

15.56%
11.11%

None

8.89%

Income assistance

8.89%

Drug and alcohol services
0.0%

6.67%
10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0%

QUESTION 16: IF YOU WERE OFFERED HOUSING TODAY AND MONEY WER NOT A PROBLEM,
WOULD ANY OF THESE KEEP YOU FROM ACCEPTING IT?
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Bad location

33.33%

Not being able to have family/friends stay/visit

31.11%

Have to move to a different part of town

24.44%

Have to move to another city

22.22%

Nothing

17.78%

Not being able to bring partner

17.78%

Not being able to bring pet

17.78%

If you have to particpate in programs

11.11%

Stay sober, stop using drugs
If I have to get a job

6.67%
2.22%

0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0%

QUESTION 17: WHAT KINDS OF ASSISTANCE WOULD BE MOST HELPFUL TO YOU?
Transportation

75.56%

Help paying rent

66.67%

Help getting benefits

40.00%

Mental health care

33.33%

Health care

28.89%

Help finding jobs

20.00%

Medicine

17.78%

Legal help

8.89%

Job skills

8.89%

Life skills

2.22%

Repair car

2.22%

Help to stop drinking drugs

2.22%

Childcare

0.00%
0%

10%
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