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EXECUTIVE SUMMARY 
 

In August 2005, the Office of Mental Health and Addiction Services (OMHAS) of 
the Oregon Department of Human Services sent its 2005 housing survey to thirty-
three Community Mental Health Programs (CMHPs).  The survey collected data 
on housing capacity, needs and related issues for people receiving public mental 
health and addiction treatment.  The 2005 survey was the second attempt to collect 
this information relevant to the mental health service population and the first 
opportunity to collect information for the alcohol and drug treatment population. 
The survey results provide a unique statewide view of residential services and 
housing needs for these populations.   
 
Major findings include: 
 
• A total of 1,685 adults in mental health services and 1,488 adults in alcohol and 

drug (A&D) treatment live in structured or specialized residential settings.   
 
• A total of 3,585 persons with mental illness were reported to live in supportive 

housing, and 3,112 persons with substance use disorders were reported to reside 
in recovery housing. 

 
• Vacancies in all housing types were reported at well under 5%, an indication 

that utilization of existing resources is high.   
 
• Unmet housing needs were identified in all categories of housing as follows:  
 

- 5,270 persons receiving mental health services and 2,327 A&D clients are 
estimated to be in immediate need of affordable housing; 

- 2,342 individuals are estimated to need A&D recovery housing;  
- 1,940 individuals were identified as needing mental health supportive  

housing;  
- 1,053 persons are estimated to need A&D structured or specialized  

residential programs; 
- 577 people are estimated to need structured or specialized mental health 

residential programs; and 
- 259 people are estimated to need mental health crisis-respite housing. 
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• Homelessness remains a major issue.  An estimated 2,972 people with mental 
illness and 3,062 people with substance use disorders were estimated to be 
"currently homeless".   

 
• The reported percentage of people with co-occurring mental health and 

addiction disorders varied among housing types as follows: 
 

- 28% in mental health structured or specialized housing; 
- 29% in A&D structured or specialized housing settings;  
- 50% in supportive housing for mental health consumers;   
- 12% in recovery housing for A&D clients; and   
- 64% in mental health crisis-respite housing. 

 
• Top barriers faced by CMHPs in addressing housing needs included the lack of 

affordable housing, insufficient income of clients, and the lack of structured and 
specialized residential services.   

 
• Substantial efforts to increase housing opportunities were documented.  Mental 

health respondents identified 92 housing projects in 24 counties that were 
established in the past five years and an additional 24 new projects currently 
under development.  A&D respondents identified 27 new projects established 
over the past five years in 14 counties and 19 new projects under development.   

 
• Identified technical assistance and professional development needs include 

training for direct service staff on a variety of best practices; increasing 
understanding of legal issues related to housing; providing information on 
housing development resources; learning how to assist clients to be more self-
sufficient and successful as tenants; and educating landlords on mental health 
and addiction disorders. 

 
Through their survey responses, CMHPs throughout the state provided informative 
and thoughtful feedback on a variety of housing and residential service issues.  The 
information collected will be used by OMHAS to plan and prioritize housing 
initiatives and technical assistance activities.  It will also be helpful to local 
housing and service providers who want to improve housing opportunities in their 
communities for Oregonians with mental health and addiction disorders. 



 

1 

INTRODUCTION 
 
Housing is a basic need.  It is virtually impossible for people with mental health 
and addiction disorders to recover if they do not have a safe and affordable place to 
live.  Oregon’s housing market has become increasingly unaffordable for people 
with limited incomes.  This has contributed to increased homelessness and 
incarceration.  It also makes it difficult for people to transition from psychiatric 
hospitals and structured residential programs.  The Office of Mental Health and 
Addiction Services (OMHAS) has implemented several initiatives to address 
housing needs of persons served.  The 2005 OMHAS Housing Survey provides 
data on residential service capacity and housing needs.  This report presents the 
survey results and should be helpful for planning purposes. 
 
METHODOLOGY 
 
This 2005 housing survey conducted by the Office of Mental Health and Addiction 
Services was based upon a similar survey conducted in 2000.  The 2005 survey 
format was updated with input from service provider staff, the Housing Technical 
Assistance Work Group and Alcohol and Drug Free Housing Roundtable 
participants.   
 
The survey instrument contains instructions, definitions, contact information and 
housing questions split into two categories, one for people with mental health 
disorders and the other for people with alcohol and drug use disorders.  Each has 
four main subcategories: (A) Available Housing/Residential Service Capacity, (B) 
Number Served and Housing Needs, (C) Housing & Residential Service 
Development, and (D) Additional Questions.  A copy of the survey is provided as 
Appendix A. 
 
The survey was mailed to all of the 33 Community Mental Health Programs 
(CMHPs) in Oregon in August 2005.  It was also delivered electronically by email 
to CMHP Directors.  CMHPs were required to complete the survey as part of their 
mandatory biennial implementation plan.  CMHPs were encouraged to involve 
multiple staff and/or subcontract providers to obtain data.  While the initial due 
date was September 30, 2005, this was extended to accommodate requests for 
additional time.  A total of 33 surveys were returned resulting in a 100% response 
rate.  However, not all surveys included responses to all items. Surveys were 
reviewed for completeness.  Where data were missing or seemed questionable, 
CMHP staff were contacted to clarify or supply additional data.  The results 
presented in this report reflect data available as of May 2006. 
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RESULTS FOR MENTAL HEALTH PORTION OF THE SURVEY 
 
The survey findings in this section document residential service capacity, housing 
needs, and related information for people served in the public mental health (MH) 
system.  It should be noted that they do not represent characteristics of people with 
mental illness who are not served and only minimally address needs of youth with 
emotional disorders.  A series of tables presenting data by county are provided in 
Appendix B.  A descriptive summary of these results from a statewide perspective 
is presented below. 
 
Context. The survey findings on housing and residential services must be 
considered in the context of the statewide public mental health system.  Figure 1 
shows the unduplicated number of adults and children served in the state 
throughout Fiscal Year (FY) 2003-2004 and during the month of October 2004.  
The October 2004 figures represented the approximate number of people served at 
a point in time and will be used for reference throughout this report.  The FY 2003-
2004 figures illustrate the number of people served for any duration throughout the 
year.  A table summarizing the number served by county is provided in Appendix 
B (see Table B-1).   
 
It is generally the service participants who receive mental health services on an 
ongoing or long-term basis whose housing issues are addressed in the survey.  
These are individuals with severe and persistent mental illness. 
 
FIGURE 1: NUMBER OF INDIVIDUALS WHO RECEIVE MENTAL HEALTH SERVICES 
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Throughout this report, data from the 2005 survey will be compared to data from 
the 2000 survey.  It is interesting to note that the service population numbers used 
for the 2005 survey differed from those used to provide context for the 2000 
survey results.  The 2003-04 numbers represent a 22% decrease in adults served 
(13,441 fewer) and a 5% increase in children and adolescents served (1,289 more).  
The 2000 survey used service enrollment data for FY 1999-2000. 
 
Mental Health Residential Service and Housing Capacity.  Data on housing and 
residential service capacity were collected on four general types of housing: (1) 
structured/specialized residential services, (2) supportive housing, (3) crisis-respite 
housing, and (4) affordable housing.  Definitions for these terms are provided on 
pages 3-5 of the survey included as Appendix A.  This information was collected 
for the adult mental health population only.  Residential services and housing 
capacity for children and youth are more difficult to analyze and were not included 
in this section of the survey since persons under age 18 typically live with their 
families or in residential settings operated under a variety of auspices. 
 
“Structured/specialized residential services” are defined to include residential 
programs that are generally licensed and provide 24-hour supervision.  They 
include residential treatment facilities (RTF-MH), secure residential treatment 
facilities (SRTF-MH), small residential treatment homes (RTH-MH), mental 
health adult foster homes (AFH-MH), other state-licensed adult foster homes 
(AFH-SPD/DD), relative foster homes (RFH-MH), and enhanced care facilities 
(ECF).  Data are presented by county in Appendix B, Table B-2.  Figure 2 shows 
the reported number of residents served in each residential service type for 2000 
and 2005.   
 

FIGURE 2: MH STRUCTURED/SPECIALIZED RESIDENTIAL  
CAPACITY FOR 2000 & 2005 
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• OMHAS-licensed residential treatment facilities (RTF-MHs), with a capacity 
of 436 residents, and OMHAS-licensed adult foster care (AFH-MH), with a 
capacity of 433 residents, are the residential service program types with the 
largest capacities.  Since the 2000 survey, the number of RTF-MHs increased 
by 13% and the number of AFH-MHs increased by 9%. 

 
• A sizable number of mental health clients, totaling 451 residents, reside in 

programs licensed by Seniors and People with Disabilities (SPD) to serve 
people who are elderly, physically disabled or developmentally disabled.  
These include SPD-licensed adult foster homes (AFH-SPD/DD), and 
Enhanced Care Facilities (ECFs).  Since the 2000 survey, the reported number 
in SPD foster homes increased by 70% and the number in ECF’s increased by 
14%. 

 
• Residential Treatment Homes (RTH-MHs), with a capacity of 122 residents, 

realized the greatest rate of increase in capacity.  This represents an increase 
of 190% over the RTH capacity for 42 residents reported in 2000. 

 
• Secure Residential Treatment Facilities (SRTFs) now have a capacity for 140 

residents.  These highly structured community residential options have existed 
for 15 years and were developed to accommodate persons with histories of 
suicidal or other challenging behaviors in rehabilitative, community settings.  
The 2005 total represents an increase of 59% over the 2000 survey that 
reported a capacity of 88 residents. 

 
• Total reported capacity in structured/specialized resources was 1,685 residents 

and represented a gain of 320 residents (23%) since 2000. 
 
Based on responses from 25 CMHPs, 55 vacancies were reported to exist in 
structured/specialized residential programs.  This represents a vacancy rate of 
3.3%.  While waiting list information was not consistently available, at least 234 
persons at the time of the survey were estimated to be in the referral pools for 
structured/specialized openings (see Table B-2 in Appendix B), and the estimated 
unmet need for accommodations in structured and specialized residential programs 
totaled 577 (see Table B-3 in Appendix B). These numbers represent a slight 
decrease from those reported in 2000. 
 
“Supportive housing” is defined to include supported independent living and 
other minimally structured settings where services and housing are made available 
to persons with mental illness.  These housing programs are not licensed and do 
not provide 24-hour supervision.  They include site-specific supported housing 
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(SSH), integrated supported housing (ISH), transitional housing (TH), room and 
board (R+B) settings, and safe havens (SH). County level data are presented in 
Table B-4 (see Appendix B).  Statewide, a total of 3,585 persons were reported to 
reside in supportive housing settings.  Figure 3 illustrates the number of individuals 
served in each type of supportive housing. 

 
FIGURE 3: MH SUPPORTIVE HOUSING CAPACITY FOR 2000 & 2005 
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• The largest number of supportive housing residents in 2005 were reported to 

reside in the category of integrated supported housing (ISH), with a capacity 
for 2,016 persons represented.  These individuals live in affordable apartments 
or shared homes available through the open housing market and receive 
services that assist them to acquire and maintain their housing through a 
mental health program’s community support or case management services.  
This finding represents a 55% increase over the 2000 survey results. 

 
• A significant number of residents (1,092) reside in site-specific supported 

housing (SSH), defined as apartments, single rooms or shared homes 
designated for occupancy by persons with mental illness and sponsored by a 
mental health agency that provides support services.  2005 survey results 
indicate a 35 % increase over 2000 results. 

 
• Findings indicate that a total of 300 persons are served in transitional housing 

(266) and safe havens (34), two types of housing that serve homeless persons 
and persons transitioning from acute psychiatric care. Reported transitional 

    2000 Total            2005 Total 
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housing capacity increased 28% and safe haven capacity decreased by 2% 
when compared to 2000 totals. 

 
• Room and board homes, once a prevalent type of housing used by persons 

with mental illness in the community, were reported to accommodate only 128 
residents.  This is approximately the same number as reported in 2000. 

 
• Total reported capacity in supportive housing resources for 2005 was 3,585 

residents.  This represents an increase of 43% over the total of 2,515 reported 
in 2000. 

 
Eighty-seven vacancies were reported in supportive housing.  This represents a 
vacancy rate of 2.4%.  Twenty-five of the 33 CMHPs provided waiting list data.  
Based on responses from 25 CMHPs, a total of 1,494 persons are estimated to be 
actively waiting for a supportive housing opening (see Table B-4 in Appendix B), 
and 1,940 adults are estimated to need supportive housing (see Table B-3 in 
Appendix B). 
 
The two types of housing discussed so far, structured/specialized and supportive, 
represent long term community living options where varying levels of support 
services accompany the residential setting.  When combined, a total capacity for  
5,270 residents exist in these two types. These can also be characterized as 
“service-accompanied housing”.  This total represents an increase of 36% over the 
capacity for 3,880 residents reported in 2000.  Figure 4 illustrates that supportive 
housing options make up 68% of the 2005 total while structured/specialized 
options constitute 32% of the state’s service-accompanied housing for persons with 
serious mental illness.  This represents a slight shift in proportion toward 
supportive housing since 2000. 
 

FIGURE 4: MH SERVICE-ACCOMPANIED HOUSING 2000 & 2005 
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“Crisis-respite housing” refers to short-term housing.  It includes temporary 
accommodations that are available for up to one month where support services are 
provided to assist an individual experiencing a mental health crisis and assessed as 
not requiring hospitalization.  Crisis-respite housing includes crisis-respite 
facilities (CRF), crisis-respite homes (CRH), crisis-respite beds (CRB) in licensed 
“long term” residential programs, crisis-respite units in supportive housing 
(SHCR) settings, and use of an emergency or homeless shelter (EHS) for crisis-
respite purposes.   
 
Eleven of the 33 responding CMHPs reported no crisis-respite accommodations in 
their service areas; these were all rural locations.  Data are provided by county in 
Table B-5 (see Appendix B).  Figure 5 portrays statewide total capacity for each 
type of crisis-respite alternative. 
 

FIGURE 5: MH CRISIS-RESPITE HOUSING CAPACITY FOR 2000 & 2005 
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• The most common type of crisis-respite accommodation reported in 2005 is 

use of an emergency homeless shelter for crisis-respite (capacity of 146 beds).  
This category represents the largest increase (340%) since 2000, when only 43 
emergency homeless shelter beds were used for crisis-respite. 

 
• A total of 36 persons in 2005 are accommodated in crisis-respite facilities 

serving six or more residents. This was the most common crisis-respite type 
reported in 2000, and the 2005 data represents a 36% decrease in capacity.  

 
 

     2000 Total            2005 Total
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• 2005 respondents indicated 24 persons served in crisis-respite homes for five 
or fewer residents.  This category decreased by 23% over the 2000 total (31). 

 
• Capacity in the remaining types of crisis-respite accommodations for 2005 

were reported at lower rates – a bed reserved in licensed residential program 
(20) and crisis-respite units in supportive housing (8).   

 
• The total capacity in crisis-respite alternatives for 2005 is 343 beds and 

represents a 59% increase over the 2000 total.  Findings show a shift away 
from mental health-operated resources and an increased use of homeless and 
other facilities.  This is likely due to the service reductions in 2002 and 2003 
in flexible funding for non-Medicaid eligible adults. 

 
The 2005 survey did not collect crisis-respite vacancy data.  When asked to 
estimate how much additional crisis-respite capacity was needed, capacity for an 
additional 259 individuals was estimated as the unmet need (see Table B-3). 
 
“Affordable housing” was defined to include housing for which less than 40% of 
income is paid toward rent and utilities.  To obtain such housing, the resident often 
uses some form of rent subsidy, such as a Section 8 voucher from the local public 
housing authority.  Affordable housing is obtained in the open housing market and 
is characterized as having no formal service provision arrangement available in 
conjunction with the housing.   
 
It is the absence of a coordinated service provision arrangement that differentiates 
“affordable” housing from some of the “supportive” housing types, especially 
“integrated supported housing”.  Since capacity in service-accompanied housing 
exists for only 5,270 (16%) of the 32,663 adults served at a time, the vast majority 
receiving mental health services can be assumed to live in mainstream community 
housing whether alone, with a spouse, or with other family or friends.  Because 
most of these individuals have “below poverty level” incomes and housing costs 
have been increasing, it is not surprising that a large number need more affordable 
housing. 
 
As was the case for the 2000 survey, several CMHPs noted in 2005 that they did 
not maintain data on whether clients were living in affordable housing and could 
only estimate.  As key informants familiar with the characteristics and issues of 
their clients, respondents did their best to produce reasonable estimates. Where 
estimates were not provided, the average rate for other counties was applied to 
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produce an estimate.  For these reasons, the data provided should be reviewed with 
some caution. 
 
Figure 6 summarizes data on affordable housing availability and needs.  A total of 
3,975 persons were reported to have Section 8 vouchers.  With an additional 2,560 
living in housing made affordable through other means, a total of 6,535 persons 
were reported as currently living in affordable housing.  These numbers contrast 
with an estimated 12,861 persons who were reported to need (and not currently 
have) affordable housing.  If those who currently have affordable housing are 
combined with those in need of affordable housing to derive a “total need”, only 
one-third in need (6,535 of 19,396) are reported to reside in affordable housing.  
Tables B-6 and B-1 in Appendix B summarize these data by county. 
 

FIGURE 6: AFFORDABLE HOUSING FOR MH POPULATION 
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Additional questions were asked with respect to affordable housing (see Section 
II.A.4., Appendix A).  It is interesting to note the following: 
 
• Thirteen (43%) of the 30 CMHPs responding to a question about public 

housing authority (PHA) priorities indicated that their local public housing 
authority prioritized their clients for rental assistance.  In the 2000 survey, 
more CMHPs (53%) indicated that local PHAs prioritized mental health 
clients for rent subsidies, so the 2005 results suggest a somewhat reduced 
access to Section 8 vouchers. 
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• Twenty-five (83%) of the 30 CMHPs responding to a question about privately 
operated, rent-subsidized developments, indicated that their clients rent such 
housing (including “tax credit projects’ and “elderly/disabled housing”).  This 
percentage is slightly reduced from the 91% reporting such relationships with 
private housing providers in 2000. 

 
Unmet Needs.  Items in Sections II.B and II.C of the survey (see Appendix A) 
requested data pertaining to housing and residential service needs.  These questions 
were asked in relation to both adult (age 18 and older) and child/adolescent (under 
age 18) client populations. 
 
Housing and Residential Service Needs. To identify unmet needs related to the 
existing housing and residential service capacity framework used in section II.A of 
the survey, respondents were asked how many individuals currently need (and do 
not have) structured/specialized housing, supportive housing, crisis-respite housing 
and affordable housing.  Figure 7 shows the total unmet housing needs for these 
categories as estimated for the adult client population.  The detailed county level 
data for adults and children are provided in Table B-3 (see Appendix B).  Not all 
CMHPs were able to provide data on unmet housing and residential service needs 
for children and adolescents; this was partially due to the survey’s use of 
terminology more familiar and appropriate to adult population needs and the 
manner through which housing and residential issues for children and adolescents 
are addressed in the context of a family living situation or an alternative array of 
residential providers. 
 

FIGURE 7: UNMET MH HOUSING NEEDS FOR MH POPULATION 
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Looking at these unmet housing needs across the four residential categories, it is 
apparent that the lack of affordable housing is an overarching concern.  The next 
greatest need is for supportive housing.  While smaller numbers are indicated for 
the structured/specialized and crisis-respite categories, these types of residential 
settings serve the most vulnerable and disabled members of the mental health 
client population and should not be discounted. 
 
With respect to needed housing and residential services, CMHP respondents were 
asked to rank which types of housing were relatively low or high needs in their 
counties (see question II.C.3., Appendix A). Rankings were made on a 1-5 scale 
(“1” indicating low need and “5” indicating high need).  Thirty-one of the 33 
CMHPs completed this item. 
 
• “Supportive housing” was rated highest overall with an average score of 

4.21 (range 3-5). 
 
• “Affordable, independent housing” was rated next highest overall with 

scores throughout the state averaging 4.10 (range 2-5). 
 
• Crisis-respite housing” had ratings averaging 3.68 (range 1-5). 
 
• Structured/specialized residential services” had ratings averaging 3.42 

(range 1-5). 
 
It is notable that ratings for all categories averaged toward the high end of the scale 
even though individual county ratings ranged from low (rating of “1” or “2” to 
high (rating of “5”).  Contrary to a trend in 2000 for the more populous counties to 
express a higher need for housing and residential service resources than the more 
rural and sparsely populated counties, both rural and urban counties in 2005 appear 
to emphasize housing needs for their clients.  Several counties identified unique 
housing resources that did not easily fit the four categories as additional highly 
needed housing resources. 
 
Subpopulation Needs.  The above analysis provides an indication of what types of 
housing and residential services are needed.  The survey also asked questions to 
determine which subpopulations, or who, are most in need of housing and 
residential services.  Survey item II.C.4. (Appendix A) asked “Of the clients you 
serve, which subpopulations are most in need of housing or residential services?”  
Respondents were asked to rate the housing and residential service needs of five 
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subpopulations on a scale of 1-5 (“1” indicating low need and “5” indicating high 
need). 
 
• The subpopulation identified as having the highest level of unmet need is 

adults with co-occurring mental illness and substance abuse; ratings 
averaged 4.47 (range 2-5). 

 
• Not surprisingly, persons who are homeless or at risk of homelessness were 

rated as having the next highest housing and residential service needs; 
ratings across the state averaged 3.68 (range 2-5).   

 
• Youth with emotional disorders transitioning to adulthood also had 

relatively high ratings.  They averaged 3.57 (range 1-5). 
 
• Persons with medical or mobility issues had an average rating of 3.31 (range 

1-5). 
 
• Older adults with age-related disorders had an average rating of 3.17 (range 

1-5). 
 
Again, it is notable that all categories averaged toward the high end of the scale.  
Respondents could list and rate other subpopulations in their response to the survey 
item on housing needs of subpopulations.  Examples of other subpopulations noted 
include those with criminal histories, youth or younger adults who need 
independent living skill development, and persons with traumatic brain injuries. 
 
Co-Occurring Disorders. The 2005 survey asked respondents to estimate the 
number of residents in structured/specialized, supportive and crisis-respite housing 
who have co-occurring mental health and addiction disorders.  The results (see 
Table MH-1) indicate that persons with these co-occurring disorders are most 
common in crisis-respite housing (64% reported).  About half of the residents in 
supportive housing are reported to have co-occurring mental health and addiction 
disorders.  The fewest individuals with co-occurring disorders (28%) were reported 
in the structured/specialized residential services category. 
 
Table MH-1: MH Residents with Co-Occurring Addiction Disorders 
 Structured/Specialized Supportive Crisis-Respite 
Total 2005 Capacity 1,685 3,585 343 
Estimated Co-Occurring 465 1,786 219 
% Co-Occurring 28% 50% 64% 
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Homelessness.  The survey asked respondents to identify the number of adults and 
children/adolescents who are currently homeless, were homeless in the last 5 years, 
and are at immediate risk of homelessness (see item II.B.3., Appendix A).  CMHPs 
do not have the administrative resources to maintain data on the current housing 
status of clients in a manner that could be easily compiled, but did provide 
reasonable estimates.  To assist their estimating, CMHPs were supplied with FY 
2003-04 data from the statewide mental health data system (CPMS) indicating how 
many persons were homeless upon admission for mental health services, and data 
from the October 2004 one night shelter count.  Because more accurate estimates 
of the extent of homelessness among persons with mental illness in Oregon was a 
desired outcome of the survey, considerable effort was made to review numbers 
and consult with respondents whose numbers were missing or appeared 
questionable.  In some cases, estimates also took into consideration homelessness 
rates in demographically similar counties.  This data is summarized by county in 
Table B-7 (see Appendix B).  With data from 30 of 33 respondents, the following 
estimates were thus derived: 
 
• A total of 2,972 adults were estimated to be currently homeless.  A 

significant percentage of these individuals (56%) were identified in 
Multnomah County.  The largest numbers of reported homeless persons 
were reported in the more populated counties.  However, some level of 
homelessness among persons with mental illness was identified in all but 
one rural Oregon county. 

 
• A total of 14,431 adults were estimated to have experienced homelessness in 

the past five years.  This number is less than the estimate of 22,075 provided 
in 2000. 

 
• A total of 12,845 adults were considered to be at immediate risk of 

becoming homeless.  This 2005 number is less than the 21,625 estimated in 
2000. 

 
Estimates on the extent of homelessness among children and adolescents served by 
the community mental health system were even more challenging to produce.  Ten 
of the 33 CMHPs produced estimates for the number currently homeless.  These 
totaled 387 children and adolescents with mental health disorders who were 
homeless.   
 
The survey asked respondents to specify the reasons clients become homeless (see 
item II.B.3.e., Appendix A). In reviewing responses, common reasons included: 
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• Evictions due to behavior problems or alcohol and drug use; 
• Lack of income; and 
• Lack of affordable housing. 
 
The survey also asked respondents to indicate what resources were available in 
their communities for persons with mental illness who become homeless.  There 
was much variability in the available resources across counties.  Urban areas 
tended to have some specialized resources for homeless people with mental illness.  
Persons with mental illness also use mainstream emergency shelters to varying 
extents across the state.  Resources were most limited in rural areas. 
 
Housing Development Efforts. The survey attempted to quantify and describe 
current and past housing and residential service development activity throughout 
the state.  Respondents were asked to list housing and residential services for 
persons with mental illness developed over the past five years and any housing or 
residential services currently under development (see items II.C.1 and 2., 
Appendix A).  With respect to housing and residential service development efforts, 
findings include the following: 
 
• Respondents reported 92 housing projects and residential service programs 

that were established over the past five years with a capacity for 846 
residents.  These ranged from new foster homes and small residential 
treatment homes to crisis-respite programs, transitional housing and 
affordable apartments. 

 
• These resources were developed in 24 counties throughout Oregon.  The 

nine CMHPs reporting no new development in the past five years tended to 
be in less populated counties. 

 
• Twenty-one CMHPs reported that a total of 24 additional housing or 

residential service projects were currently in various stages of development 
with a capacity for 296 residents. 

 
Community Support, Discrimination and Partnerships.  The development of 
new housing options often raises concerns about community support and/or 
discrimination.  The survey included questions about the extent of discrimination 
by landlords and community opposition in response to siting of new housing (see 
items II.D.2 and 3., Appendix A).  The survey also inquired about CMHPs’ 
success working with private landlords to access housing and the extent of 
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partnerships with nonprofit housing providers (see items II.D.4 and 5., Appendix 
A). Thirty of the 33 CMHPs responded to these items. 
 
• With respect to discrimination by landlords, only 4 respondents (13%) 

indicated there was no problem; 67% of respondents indicated there was 
somewhat of a problem; and 20% reported that discrimination by landlords 
was a significant problem for persons with mental illness in their 
communities (see Figure 8). 

 
FIGURE 8: DISCRIMINATION BY LANDLORDS FOR MH POPULATION: 2000 & 2005 
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• With respect to community opposition to new housing programs, 4 

respondents (13%) indicated there was no problem; 70% reported 
community opposition was somewhat of a problem; and 17% indicated that 
community opposition was a significant problem in their geographic area 
(see Figure 9). 

 
FIGURE 9: COMMUNITY OPPOSITION FOR MH POPULATION: 2000 & 2005 
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• Responses to these items in 2000 and 2005 show similar trends. 
 

• In response to a question about working with private landlords, 30 
respondents (100%) reported that they work successfully with private 
landlords in their communities to access housing for clients. This represents 
an increase from 88% in 2000. 

 
• In regard to nonprofit housing providers, (69%) of CMHPs reported that 

they had partnerships with these agencies, down from 75% reporting such 
partnerships in 2000. 

 
Housing Barriers. The survey asked CMHPs to review a list of common housing 
barriers and rank the top five categories that are barriers in their service area (see 
item II.D.6., Appendix A).  Thirty CMHPs completed this section of the survey. 
 
• The two most commonly selected barriers concerned lack of affordable 

housing and insufficient client income.  Twenty-five (83%) of responding 
CMHPs identified “lack of affordable housing” as a top barrier; relatedly, 22 
(73%) of responding CMHPs identified “insufficient income of clients” as a 
top barrier.  

 
• The third and fourth most commonly selected barriers concerned availability 

of structured/specialized residential services and staff time available to 
provide support services.  Twenty-one respondents (70%) indicated that 
there were “not enough structured/specialized residential services” in their 
service area.  Eighteen respondents (60%) indicated that there is 
“insufficient staff time available to provide support services” in their service 
area.    

 
• Other areas noted by the CMHPs with respect to significant barriers: 
 

- 47% indicated that there is “lack of organizational capacity to pursue 
housing development” in their service area; 

- 43% of respondents identified “too few out-of-home residential 
resources for children and adolescents” as a top barrier; 

- 37% of respondents identified “not enough capital funding for 
affordable housing” as a top barrier; 

- 33% of respondents identified “loss of housing because crisis-respite 
is not available” as a primary barrier; 
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- 17% of respondents identified “landlords were not willing to rent” as 
a primary barrier. 

 
Training and Professional Development Priorities.  The final survey item asked 
respondents to identify priorities for training and professional development relating 
to housing and residential services (see item II.D.7., Appendix A).  Respondents 
identified a diverse array of training and professional development topic areas: 
 
• Several counties identified the need for training on case management, skill 

development strategies, assertive community treatment and use of supports 
that help consumers succeed in their housing of choice. 

 
• Many identified landlord tenant laws and fair housing as a training priority. 
 
• Another common theme was training on funding and resource development 

(e.g. grant-writing, funding sources for housing, how to plan and develop 
housing resources). 

 
• Training for residential service providers was also commonly cited (e.g. 

working with specialized problems such as polydypsia and employing a 
recovery model). 

 
• Several counties identified the need for consultants who can help with 

planning and developing needed housing resources.   
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RESULTS FOR ALCOHOL AND DRUG PORTION OF THE SURVEY 
 
The Alcohol and Drug (A&D) survey findings illustrate the existing range of 
residential services, housing needs, and related information for people with 
substance use disorders.  A series of tables presenting data by county is provided in 
Appendix C.  A descriptive summary of these results from a statewide perspective 
is presented below. 
 
Context. The survey findings on housing and residential services must be 
considered in the context of the statewide public alcohol and drug treatment 
system.  Figure 10 shows the unduplicated number of adults and children served in 
public alcohol and drug treatment services throughout Fiscal Year (FY) 2003-2004 
and during the month of October 2004.  The October 2004 figures approximate the 
number served at a point in time and will be used for reference throughout this 
section of the report.  The FY 2003-2004 figures illustrate the number of people 
served for any duration throughout a year.  A table summarizing the number served 
by county is provided in Appendix C, Table C-1.   

 
FIGURE 10: NUMBER OF INDIVIDUALS WHO RECEIVE 
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Alcohol and Drug Residential Service and Housing Capacity.  Data on housing 
and residential service capacity were collected on three general types of housing: 
(1) structured/specialized residential services, (2) recovery housing, and (3) 
affordable housing.  Definitions for these categories are provided on pages 3-7 of 
the survey included as Appendix A. This information was collected for the adult 
alcohol and drug treatment population only.   

FY 2003-04 October 2004 

Adults Children/ 
Adolescents

Adults Children/ 
Adolescents
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“Structured/specialized residential services” are defined to include residential 
programs that are generally licensed and provide 24-hour supervision.  They 
include OMHAS-funded A&D residential treatment facilities (A&D-RTF), 
corrections residential treatment facilities (Corrections-RTF), other residential 
treatment facilities (Other-RTF), and faith-based residential programs (FBRP).  
Data are presented by county in Table C-2.  Thirty-one of the thirty-three CMHPs 
completed this section of the survey.  Figure 11 shows the number of residents 
served in each residential service type.  A total capacity for 1,488 adults was 
reported in these structured and specialized community residential settings. 

 
FIGURE 11: A&D STRUCTURED/SPECIALIZED RESIDENTIAL  

SERVICES CAPACITY IN 2005 
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• The largest number of alcohol and drug clients, totaling 823 residents, were 

reported to reside in OMHAS-funded A&D residential treatment facilities.  
This reported number is greater than the 454 beds funded by OMHAS.  The 
reported number may include some corrections facilities and private pay beds.  
The discrepancy in numbers needs further analysis. 

 
• A sizeable capacity for alcohol and drug clients was reported to exist in 

corrections residential treatment facilities, with a capacity of 282 residents, 
and other residential treatment facilities with a capacity of 178 residents.  
With the exception of 178 corrections RTF beds in Baker county, these 
resources primarily exist in the more populous counties. 
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• A small number of alcohol and drug clients, totaling 205 residents, were 
reported to reside in faith-based residential programs and other residential 
programs. 

 
A total of 63 vacancies were reported to exist in structured/specialized residential 
programs.  This represents a vacancy rate of 4.2%.  While waiting list information 
was not consistently available, at least 1,072 persons were estimated to be in the 
referral pools for structured/specialized openings (see Table C-2 in Appendix C). 
With responses from only 26 of the 33 CMHPs the estimated unmet need for 
accommodations in structured and specialized residential programs totaled 900 
(see Table C-3 in Appendix C).  Because this is an incomplete total, it under-
represents statewide need. 
 
“Recovery housing” is defined as housing that supports individuals with alcohol 
and drug disorders to maintain sobriety.  This category includes Oxford Houses, 
Other Recovery Homes, Transitional ADF Homes, Transitional ADF Single Room 
Occupancy Housing, Transitional ADF Apartments, ADF Housing Assistance 
Services, and ADF Permanent Supportive Housing.  
 
County level data are presented in Table C-4 in Appendix C.  Thirty-one of 33 
CMHPs completed this section of the survey. Statewide, a total of 3,126 persons 
were reported to reside in recovery housing settings.  Figure 12 illustrates the 
number of individuals reported in each type of recovery housing. 
 

FIGURE 12: A&D RECOVERY HOUSING CAPACITY IN 2005 
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• The largest reported capacity in this category is 861 residents in Oxford 
Houses.  These individuals live in peer-run and financially self-supporting 
homes where residents support each other in alcohol and drug free living.  
This reported number is about 150 beds less than the capacity reported by 
Oxford Houses of Oregon.  This could be due to the recent increases in the 
number of homes. 

 
• A significant number of residents (585) reside in ADF permanent supportive 

housing, defined as housing in private apartments or other individual living 
units that provide long-term supportive housing for people in recovery from 
alcohol and drug addictions.  The majority of this housing (578 units) was 
reported in Multnomah County. 

 
• A significant number of residents (521) reside in transitional ADF single room 

occupancy housing, defined as a living environment that offers private hotel-
type rooms for people who’ve recently completed treatment for alcohol and 
drug addiction.  The housing is typically staffed or sponsored by an alcohol 
and drug treatment provider and provides support for sobriety in an alcohol 
and drug free environment.  Again, the majority of these units (493) were 
reported in Multnomah County. 

 
• A large portion of residents (306) reside in other recovery homes, defined as a 

peer-run home with no paid staff on site where residents support each other in 
alcohol and drug free living.   

 
• A total of 323 persons are served in transitional ADF homes (199) and 

transitional ADF apartments (124), two types of housing that serve homeless 
persons and persons transitioning from alcohol and drug treatment. 

 
• A small portion of residents (131) were reported to reside in ADF housing 

assistance services.  It is possible this category overlapped with other types of 
recovery housing. Provider reports submitted to OMHAS cite larger numbers 
served. 

 
• A relatively large portion of residents (385) were categorized as residing in 

“other” forms of recovery housing. 
 
A total of 89 vacancies were reported to exist in recovery housing.  This represents 
a vacancy rate of 2.9%.  While waiting list data is not consistently maintained, 
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fifteen CMHPs reported 188 persons to be actively waiting for a recovery housing 
opening (see Table C-4 in Appendix C), and 2,002 adults are estimated to need 
recovery housing (see Table C-3 in Appendix C).  These numbers under-represent 
statewide need since only 27 of 33 CMHPs provided estimates. 
 
The two types of housing discussed so far, structured/specialized and recovery, 
represent housing options where varying levels of support or services accompany 
the residential setting.  When combined, a total capacity for 4,614 residents exists 
in these two types, which can also be characterized broadly as “service-enriched 
housing”.  Figure 13 illustrates that recovery housing options make up 68% of the 
total while structured/specialized options constitute 32% of the state’s service-
enriched housing for persons with alcohol and drug disorders. Coincidentally, the 
32%-68% percentage split of structured to recovery housing for alcohol and drug 
treatment clients is identical to the percentage of structured to supportive housing 
for mental health clients. 
 

FIGURE 13: A&D SERVICE-ENRICHED HOUSING 
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“Affordable housing” was defined to include housing for which less than 40% of 
income is paid toward rent and utilities.  To obtain such housing, the resident often 
uses some form of rent subsidy, such as a Section 8 voucher form the local public 
housing authority.  Affordable housing is obtained in the open housing market and 
is characterized as having no formal service provision arrangement available in 
conjunction with the housing.  Since capacity in service-enriched housing exists 
for only 18% of the 25,271 people receiving alcohol and drug treatment at a point 
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in time, the vast majority of adults receiving alcohol and drug related services can 
be assumed to live in mainstream community housing whether alone, with a 
spouse, or with other family or friends.   
 
Several CMHPs noted that they did not maintain data on whether clients were 
living in affordable housing and could not make reasonable estimates.  This 
difficulty may derive from the nature of the alcohol and drug treatment system.  
There is a high volume of individuals served for relatively short durations, and it is 
difficult to track characteristics such as living situation. 
 
Only 20 of 33 CMHPs could report numbers for affordable housing.  The totals are 
not complete and therefore do not reflect statewide trends.  Figure 14 summarizes 
this data on affordable housing availability and needs.  A total of 791 persons were 
estimated to have Section 8 vouchers.  With an additional 460 living in housing 
made affordable through other means, a total of 1,251 persons were estimated as 
currently living in affordable housing.  Table C-5 in Appendix C summarizes these 
data by county. 
 

FIGURE 14: INCOMPLETE AFFORDABLE HOUSING ESTIMATES  
FOR A&D POPULATION: 2005 
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Additional questions were asked with respect to affordable housing (see Section 
III.A.4., Appendix A).  While not all CMHPs could provide answers to these items, 
it is interesting to note the following: 
 

Number 
of 

Adults 
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• Twenty-five (100%) of the 25 CMHPs responding to a question about public 
housing authority priorities indicated that their local public housing authority 
did not prioritize their clients with substance use disorders for rental 
assistance.  This is probably due to strict policies excluding individuals with 
drug abuse histories.  HUD regulations prohibit individuals with histories of 
drug offenses from obtaining access to Section 8 and other rent subsidized 
housing. 

 
• Ten (37%) of the 27 CMHPs responding to a question about use of privately 

operated, rent-subsidized developments indicated that their clients rent such 
housing (including “tax credit projects” and “elderly/disabled housing”). 

 
Unmet Needs.  Items in sections III.B and III.C of the survey (see Appendix A) 
requested data pertaining to housing and residential service needs.  These questions 
were asked in relation to both adult (age 18 and older) and child/adolescent (under 
age 18) client populations. 
 
Housing and Residential Service Needs. To identify unmet needs related to the 
existing housing and residential service capacity framework used in section III.A 
of the survey, respondents were asked how many individuals currently need (and 
do not have) structured/specialized housing, recovery housing, and affordable 
housing.  Figure 15 shows the total unmet housing needs for these categories as 
estimated for the adult client population.  These data summarize responses from 27 
of 33 CMHPs who completed this section of the survey.  Those totals, therefore, 
under-represent statewide needs.  The 27 CMHPs that responded to this question 
serve 83% of the point-in-time service population.  To roughly approximate 
statewide need, the totals from the 27 CMHPs are increased by 17%. The detailed 
county level data for adults and children are provided in Table C-3 (see Appendix 
C). 
 
Not all CMHPs were able to provide data on unmet housing and residential service 
needs for children and adolescents. Responses are summarized in Table C-3.  This 
may be due to the relatively small number of youth served in public alcohol and 
drug treatment. 
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FIGURE 15: UNMET HOUSING NEEDS FOR A&D POPULATION 
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Looking at these unmet housing needs across the three residential categories, it is 
apparent that the lack of affordable housing and recovery housing are overarching 
concerns.  While smaller numbers are indicated for structured/specialized 
residential services, these types of residential settings serve people with the most 
urgent and intense treatment needs.  The lower numbers should not diminish the 
importance of residential services in the structured/specialized category. 
 
With respect to needed housing and residential services, CMHP respondents were 
asked to rank which types of housing were relatively low or high needs in their 
counties (see question III.C.3., Appendix A). Rankings were made on a 1-5 scale 
(“1” indicating low need and “5” indicating high need).  These data are 
summarized in Table C-6 of Appendix C. 
 
• “Recovery housing” and “affordable housing” rated nearly equal as the 

highest unmet needs overall with average scores of 4.45 (range: 3-5) and 
4.58 (range: 2-5) respectively. 

 
• “Structured/specialized residential services” was also rated as a high need 

with scores throughout the state averaging 4.19 (range: 2-5). 

27 CMHPs Estimated Statewide
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Ratings for all categories averaged toward the extreme high end of the scale. 
Several counties identified unique housing resources that did not easily fit the three 
categories.  These included detox centers, transitional housing, housing for 
individuals not yet clean and sober, and housing for re-uniting families. 
 
Subpopulation Needs.  The above analysis provides an indication of what types of 
housing and residential services are needed.  The survey also asked questions to 
determine which subpopulations, or who, are most in need of housing and 
residential services.  Survey item III.C.4. asked “Of the clients you serve, which 
subpopulations are most in need of housing or residential services?”  Respondents 
were asked to rate the housing and residential service needs of five subpopulations 
on a scale of 1-5 (“1” indicating low need and “5” indicating high need).  Overall 
trends are as follows: 
 
• Two subpopulations were rated as having the highest level of unmet needs: 

persons who are homeless or at risk of it had an average of 4.42 (range 1-5) 
and adults with co-occurring mental illness had an average of 4.26 (range 1-
5). 

 
• Youth with emotional disorders transitioning to adulthood had an average 

rating of 3.81 (range 1-5). 
 
• Older adults with age-related disorders and persons with medical or 

mobility issues each had an average rating of 2.96 (range 1-5). 
 
• Several CMHPs identified individuals with criminal histories as a significant 

other subpopulation. 
 
Co-Occurring Disorders.  As in the mental health portion of the survey, CMHPs 
were asked to indicate the number of residents in the various categories of housing 
who have co-occurring mental health and addiction disorders.  Table A&D-1 
summarizes these results. 
 
Table A&D-1: A&D Residents with Co-Occurring Mental Health Disorders 
 Structured/Specialized Recovery 
Total 2005 Capacity 1,488 3,126 
Estimated Co-Occurring 434 387 
% Co-Occurring 29% 12% 
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A total of 434 (29%) out of 1,488 individuals in structured/specialized residential 
services were estimated to have these co-occurring disorders.  Fewer (12%) of the 
3,126 persons with substance use disorders in recovery housing were estimated to 
have co-occurring mental illness. 
 
Homelessness.  The survey asked respondents to identify the number of adults and 
children/adolescents with substance use disorders who are currently homeless, 
were homeless in the last 5 years, and are at immediate risk of homelessness (see 
item III.B.3., Appendix A).  CMHPs do not maintain data on the current housing 
status of clients in a manner that could be easily compiled, but provided reasonable 
estimates.  To assist their estimating, a few CMHPs were supplied with FY 2003-
04 data from the statewide alcohol and drug health data system (CPMS) indicating 
how many persons were homeless upon admission for alcohol and drug services, 
and data from an November 2004 one night shelter count completed by Oregon 
Housing and Community Services.  Because more accurate estimates of the extent 
of current homelessness among persons with alcohol and drug disorders in Oregon 
was a desired outcome of the survey, an effort was made to review numbers and 
consult with respondents whose numbers were missing or appeared questionable. 
This data is summarized by county in Table C-7 (see Appendix C).  The following 
estimates were thus derived: 
 
• Based on data from 31 of 33 CMHPs, a total of 3,062 adults were estimated 

to be currently homeless.  A significant percentage of these individuals 
(46%) were identified in Multnomah County.  Some level of homelessness 
among persons with alcohol and drug disorders was identified in all but four 
rural Oregon counties. 

 
• Responses on homelessness over the past five years, the number at risk of 

homelessness and estimates of chronic homelessness were difficult for many 
CMHPs. Only 24 of 33 CMHPs responded to the question on the number 
homeless in the last 5 years.  They estimated that 2,006 individuals fell in 
this category but several counties with significant homeless populations 
declined to provide estimates. 

 
Estimates on the extent of homelessness among children and adolescents served by 
the community alcohol and drug system were even more challenging to produce.  
However, 16 of the 33 CMHPs could produce estimates for the number currently 
homeless.  These totaled only 22 children and adolescents with alcohol and drug 
disorders who were homeless youth.  This number probably significantly under-
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estimates the number of homeless and runaway youth with substance abuse 
problems.  Recent survey data on underage drinking and drug abuse document high 
rates of substance use.  However, it is unlikely that these youth, especially if they 
become homeless, self-refer to treatment. 
 
The survey asked respondents to specify the reasons clients become homeless (see 
item III.B.3.e., Appendix A)  In reviewing responses, common reasons included: 
 
• Lack of employment and money for rent; 
• Lack of affordable housing; 
• Relapse and behaviors related to alcohol and drug abuse; and 
• Criminal history. 
 
The survey also asked respondents to indicate what resources were available in 
their communities for persons with alcohol and drug disorders who become 
homeless.  There was much variability in the available resources across counties.  
Resources ranged from homeless shelters and faith-based outreach to targeted 
outreach and transitional programs. 
 
Housing Development Efforts. The survey attempted to quantify and describe 
current and past housing development activity throughout the state.  Respondents 
were asked to list housing and residential services for persons with alcohol and 
drug disorders developed over the past five years and any housing or residential 
services currently under development (see items III.C.1 and 2., Appendix A).  With 
respect to housing and residential service development efforts, findings include the 
following: 
 
• Respondents identified 27 housing projects and residential service programs 

that were established over the past five years with a capacity for 700 
residents.  These were mostly transitional housing projects and recovery 
homes.  In Multnomah County, Alcohol and Drug Free community housing 
and a “housing first” model were included.  The “housing first” services 
provide support services and affordable housing for homeless persons using 
alcohol and drugs and not yet in recovery. 

 
• These resources were developed in 14 CMHP service areas.  The 19 CMHPs 

reporting no new development in the past five years tended to be in less 
populated counties. 
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• Nine CMHPs reported that a total of 19 additional housing or residential 
service projects were currently in various stages of development with a 
capacity for 992 residents. 

Community Support, Discrimination and Partnerships.  The development of 
new housing options often raises concerns about community support and/or 
discrimination.  The survey included questions about the extent of discrimination 
by landlords and community opposition in response to siting new housing (see 
items III.D.2 and 3., Appendix A).  The survey also inquired about CMHPs’ 
success in working with private landlords to access housing and the extent of 
partnerships with nonprofit housing providers (see items III.D.4 and 5, Appendix 
A). Thirty of the 33 CMHPs responded to these items. 
 
• With respect to discrimination by landlords, only 3 respondents (10%) 

indicated there was no problem; 60 % of respondents indicated there was 
somewhat of a problem; and 30% reported that discrimination by landlords 
was a significant problem for persons with alcohol and drug disorders in 
their communities (see Figure 16). 

 
FIGURE 16: DISCRIMINATION BY LANDLORDS FOR A&D POPULATION: 2005 
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• With respect to community opposition to new housing programs, five 

respondents (17%) indicated there was no problem; 52% reported 
community opposition was somewhat of a problem; and 31% indicated that 
community opposition was a significant problem in their geographic area 
(see Figure 17). 
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FIGURE 17: COMMUNITY OPPOSITION FOR A&D POPULATION: 2005 
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• In response to a question about working with private landlords, 18 
respondents (38%) reported that they work successfully with private 
landlords in their communities to access housing for clients. 

 
• In regard to nonprofit housing providers, (60%) of CMHPs reported that 

they had partnerships with these agencies. 
 
Housing Barriers. The survey asked CMHPs to review a list of common housing 
barriers and rank the top three categories that are barriers in their service area (see 
item III.D.6., Appendix A).  Thirty of 33 CMHPs completed this section of the 
survey. 
 
• The two most commonly selected barriers concerned lack of affordable 

housing and client income.  Twenty-one (70%) of 30 responding CMHPs 
identified “lack of affordable housing” as a top barrier; relatedly, 23 (77%) 
of responding CMHPs identified “insufficient income of clients” as a top 
barrier.  

 
• The third most commonly selected barrier concerned not enough 

structured/specialized residential services. Twelve respondents (40%) 
indicated that there were “not enough structured/specialized residential 
services” in their service area.  
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• There was less agreement across the CMHPs on other significant barriers: 
 

- 27% of respondents identified “insufficient staff time available to 
provide support services” as a top barrier in their service area.   

- 23% of respondents identified “landlords were not willing to rent” as 
a primary barrier. 

- 23% of respondents identified “too few out-of-home residential 
resources for children and adolescents” as a primary barrier; 

- 13% of respondents identified “not enough capital funding for 
affordable housing development” as a top barrier; 

- 13% of respondents identified “lack of organizational capacity to 
pursue housing development” as a primary barrier; 

 
Training and Professional Development Priorities.  The final survey item asked 
respondents to identify priorities for training and professional development relating 
to housing and residential services (see item III.D.7., Appendix A).  Respondents 
identified a diverse array of training and professional development topic areas.  
Many noted limitations in staff time and funding to attend training. Topics 
included: 
 
• Understanding available housing resources; 
• Developing post treatment recovery housing; 
• Helping clients be successful tenants; 
• Increasing and supporting client self-sufficiency; and 
• Working with and educating landlords. 
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SUMMARY AND DISCUSION 
 
The OMHAS Housing Survey data provides a unique statewide panorama of 
residential service and housing capacity for people with mental health and 
addiction disorders.  The 2005 survey was the second attempt to collect this 
information relevant to the mental health service population and the first 
opportunity to collect information pertaining to people receiving services for 
alcohol and drug addictions. 
 
The findings document that 1,685 adults in mental health services and 1,488 adults 
in alcohol and drug (A&D) treatment live in structured or specialized residential 
settings.  These individuals comprise about 5.2% of mental health clients and 5.9% 
of A&D clients receiving services at a point in time. 
 
Those living in supportive or recovery housing make up a slightly larger portion of 
the service population.  A total of 3,585 persons with mental illness were reported 
to live in supportive housing, and 3,112 persons with substance use disorders were 
reported to reside in recovery housing.  These individuals represent 11.0% of the 
mental health service population and 12.3% of the A&D treatment population, 
respectively, at a point in time. 
 
Vacancy data in these service-enriched settings indicated that occupancy levels are 
high and vacancies typically run less than 5%.  Therefore, the utilization of 
existing resources is high.  Unmet housing needs were identified in all categories 
of housing.  For service-enriched categories,  
 
• 2,342 individuals are estimated to need A&D recovery housing,  
• 1,940 individuals were identified as needing mental health supportive housing,  
• 1,053 persons are estimated to need A&D structured or specialized residential 

programs, and 
• 577 people are estimated to need structured or specialized mental health 

residential programs. 
 
The 2005 survey data on crisis-respite options for mental health consumers showed 
a shift toward use of homeless facilities and away from mental health operated 
programs since 2000.  This shift in all likelihood resulted from the impact of 
budget reductions in 2002 and 2003 that contributed to a general increase in 
homelessness among persons with mental illness.  These budget reductions 
resulted in reduced services for non-Medicaid eligible adults needing mental 
health, crisis and case management services. 
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Survey results document that affordable housing is in great demand for individuals 
with mental health and addiction disorders.  Since mental health and A&D service 
systems do not collect data on affordability of client housing, estimates of 
affordable housing occupancy and need were difficult for responders.  A total of 
5,270 persons receiving mental health services (16%) and 2,327 A&D clients 
(9.2%) are estimated to be in immediate need of affordable housing, but these 
estimates may be low. 
 
The survey provided data on the expansion of housing resources over the past five 
years.  For mental health, the 2005 number of structured and specialized resources 
was 23% greater than reported in 2000, and the supportive housing capacity 
increased by 43%.  Mental health respondents identified 92 housing projects and 
residential programs in 24 counties that were established in the past five years and 
an additional 24 new projects currently under development.  A&D respondents 
identified 27 new projects established over the past five years in 14 counties and 
19 new projects under development.  Clearly, many communities are working hard 
to respond to housing needs. 
 
The OMHAS Housing Survey provided an opportunity to obtain key informant 
estimates on the extent of homelessness among individuals with mental illness and 
substance use disorders.  There are inherent difficulties in documenting 
homelessness, so these numbers represent estimates and not actual counts.  When 
all of the local estimates were combined, a total of 2,972 people with mental illness 
(9%) and 3,062 people with substance use disorders (12%) were estimated to be 
"currently homeless".  While these are relatively small percentages of the entire 
service population, they represent about 6,000 individuals throughout Oregon who 
struggle with mental health and addiction disorders on any given day with no place 
to call home. 
 
While local needs varied, all types of housing were rated at the "high need" end of 
the scale.  For mental health, “supportive housing” and “affordable, independent 
housing” were rated as highest needs.  For A&D, “recovery housing” and 
“affordable housing” were rated as highest needs.  While the structured/specialized 
residential services were rated slightly lower for both mental health and A&D 
respondents, these programs serve some of the most vulnerable members of the 
service population. 
 
The 2005 survey inquired about the number of people with co-occurring mental 
health and addiction disorders accommodated in the various housing types.  For 
structured and specialized residential programs, 28% of residents in mental health 
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settings and 29% in A&D settings were estimated to have co-occurring disorders.  
In less structured housing, a different trend emerged.  In supportive housing for 
mental health consumers, 50% of residents were estimated to have co-occurring 
disorders.  In recovery housing for A&D consumers, however, only 12% were 
estimated to have co-occurring disorders.  The highest concentration of individuals 
with co-occurring disorders was reported in mental health crisis-respite housing 
where 64% were estimated to have co-occurring disorders. 
 
The survey identified barriers to addressing housing needs.  As identified in the 
2000 survey, the "lack of affordable housing" and "insufficient income of clients" 
were identified as top barriers for both the mental health and A&D populations.  
The third most common barrier for both the A&D and mental health populations 
was a lack of "structured/specialized residential services".  These barriers, and 
others noted in responses, point to the poverty level of service recipients and 
budget constraints throughout the mental health and addiction treatment systems. 
 
While some survey items addressed the housing needs of youth, it was difficult for 
some CMHP respondents to supply answers.  Further analysis of housing needs for 
youth and families with children experiencing mental health and addiction 
disorders is needed.  More work needs to done to define housing types appropriate 
to these populations.  A significant number (43%) of mental health respondents 
identified the lack of "out-of-home residential resources for children and 
adolescents" as a barrier. 
 
Survey data will be useful in planning future training and professional 
development initiatives.  Mental health respondents commonly cited training for 
direct service staff on best practices, legal issues, and resource development.  A&D 
respondents identified understanding housing resources and developing housing, 
assisting clients to be more self-sufficient and successful as tenants and the 
education of landlords as top topics.  The need for consultants who could help plan 
and develop needed housing resources was also identified. 
 
The survey results seem to suggest a slight erosion in relationships with public 
housing authorities and non-profit housing providers.  For example, CMHPs 
reported fewer PHAs prioritizing mental health clients for Section 8 vouchers and 
fewer clients renting subsidized housing.  At the same time, all CMHPs reported 
working successfully with private landlords.  For A&D clients, CMHPs reported 
that no PHAs prioritized A&D clients for subsidized housing.  These results may 
have arisen from the reduced availability of housing subsidies and services due to 
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budget constraints at the federal and state level.  They also suggest that 
strengthening relationships among service and housing providers need attention. 
 
CMHPs throughout the state provided informative and thoughtful feedback on a 
variety of housing and residential service issues.  The information collected will be 
used by OMHAS to plan and prioritize housing initiatives and technical assistance 
activities.  It will also be helpful to local housing and service providers who want 
to improve housing opportunities in their communities.
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Office of Mental Health And Addiction Services Housing Survey 2005 
 

Thank you for assisting with assembling data relating to current residential services and 
housing needs of persons with psychiatric disabilities and addiction disorders.  This data 
will be compiled into a report and made available for review and planning purposes. 
 
Except for quantitative data requested in Sections II and III (which may be presented in 
tables), your responses will be kept confidential and reported in aggregate only. 
 

Instructions 
 

¾ This survey has three parts: (I) Contact Information: (II) Mental Health Housing 
Capacity, Number Served, Housing Needs and Additional Questions; (III) 
Alcohol and Drug Housing Capacity, Number Served, Housing Needs and 
Additional Questions.  It may be necessary to involve multiple staff and/or 
subcontract providers to obtain data. 

 
¾ A worksheet is provided as Attachment A to facilitate completion of Sections II 

and III and obtain information on individual housing/residential program sites.  
Please return this worksheet along with your completed survey.  A listing of 
licensed residential programs and their capacities by county is provided as 
Attachment B. 

 
¾ Terminology is always a challenge with surveys.  Housing and residential 

services are organized into categories including structured/specialized residential 
services, supportive housing, recovery housing, crisis-respite housing, and 
affordable housing.  Categories are slightly different for Section II and Section 
III.  Please read definitions and note specific housing types falling under each 
category before you complete the worksheet and survey. 

 
Questions? Contact Maile Thomas, OMHAS, Housing Specialist, at (503) 947-5531 
or maile.k.thomas@state.or.us. 
 
Please return the completed survey by September 30, 2005 to: 
 

Maile Thomas 
Housing Specialist/Survey Coordinator 

OMHAS 
500 Summer Street NE E86 

Salem, OR 97301-1118 



 

2005 OMHAS HOUSING SURVEY - DEFINITIONS 
 
The following definitions were developed for the purpose of the 2005 Office of Mental 
Health and Addiction Services Housing Survey: 
  
I. GENERAL DEFINITIONS 
 
“AFFORDABLE HOUSING” means housing for which less than 40% of income is 
paid toward rent and utilities.  Often, a rent subsidy (e.g. Section 8 voucher) enables an 
individual to live in private market housing that would otherwise be unaffordable. 

 
“HOMELESS” means (1) an individual who lacks a fixed, regular, and adequate night-
time residence; or (2) an individual whose primary night-time residence is (a) a 
temporary accommodation (e.g. hotel, transitional housing or crisis-respite), (b) an 
institution or hospital (when no permanent residence exists for this person in the 
community), (c) a public or private place not designed for sleeping accommodation (e.g. 
park bench, bus station or storefront), (d) a temporary accommodation (e.g. sleeping on 
a friend’s couch), or (e) another inappropriate accommodation that is overcrowded 
and/or unsafe.  “Homeless” does not include persons in prison or jail.  (This definition is 
adapted from the federal definition for homeless assistance programs.) 
 
“CHRONICALLY HOMELESS” means the homeless individual has a disabling 
condition and has either been continuously homeless for a year or more OR has had at 
least four (4) episodes of homelessness in the past three (3) years.  In order to be 
considered chronically homeless, a person must have been sleeping in a place not meant 
for human habitation (eg., living on the streets) and/or in an emergency homeless 
shelter.  A disabling condition is defined as “a diagnosable substance use disorder, 
serious mental illness, developmental disability, or chronic physical illness or disability, 
including the co-occurrence of two or more of these conditions.”  A disabling condition 
limits an individual’s ability to work or perform one or more activities of daily living.  
An episode of homelessness is a separate, distinct, and sustained stay on the streets 
and/or in an emergency homeless shelter.  A chronically homeless person must be 
unaccompanied and disabled during each episode. 
 
 
 
 
 
 
 
 



 

II.   MENTAL HEALTH SECTION DEFINITIONS 
 
“STRUCTURED/SPECIALIZED RESIDENTIAL SERVICES” means residential 
programs that are generally licensed and provide 24-hour supervision.  They include 
residential treatment facilities, secure residential treatment facilities, residential 
treatment homes, adult foster homes, and enhanced care service programs. 
 
• “Residential treatment facility” or “RTF-MH” means a program licensed by the 

Office of Mental Health and Addiction Services under ORS Chapter 443 to serve 
6 or more adults with mental illness. 

 
• “Secure residential treatment facility” or “SRTF”, means a locked residential 

treatment facility licensed by the Office of Mental Health and Addiction Services 
under ORS Chapter 443 to serve 6 or more adults with mental illness. 

 
• “Residential treatment home” or “RTH-MH” means a program licensed by the 

Office of Mental Health and Addiction Services under ORS Chapter 443 to serve 
5 or fewer adults with mental illness. 

 
• “Adult foster home” or “AFH” means a home licensed under ORS Chapter 443 to 

provide care to 5 or fewer adults.  Adult foster homes are licensed by the Office 
of Mental Health and Addiction Services for persons with mental illness (AFH-
MH); and by Seniors and People with Disability (SPD) for persons with 
developmental disabilities (AFH-DD); or for elderly and disabled persons (AFH-
ED). 

 
• “Enhanced care services program” or “ECF” means a program in a residential 

care facility, nursing facility or foster home licensed by Seniors and Peoples with 
Disabilities (SPD) in which mental health is provided. 

 
“SUPPORTIVE HOUSING” means supported independent living and other minimally 
structured settings where services and housing are made available to persons with 
mental illness.  These housing programs are generally unlicensed.  They include site-
specific supported housing, integrated supported housing, transitional housing, room 
and board settings, and safe havens.  
 

• “Site-specific supported housing” or “SSH” means apartments, single rooms 
and/or homes designated for occupancy by persons with mental illness and 
sponsored by a mental health agency that provides supportive services to 
residents. 

 



 

• “Integrated supported housing” or “ISH” means services provided to persons with 
mental illness that assist them to acquire and maintain affordable apartments or 
shared homes available through the open housing market.  These services are 
often provided through a mental health program’s community support or case 
management services. 

 
• “Transitional housing” or “TH” means a housing program that provides on site 

support services for up to two years for persons who are transitioning to 
community living after being homeless or hospitalized. 

 
• “Room and board” or “R+B” means the provision of shelter and meals in 

exchange for payment. 
 
• “Safe haven” or “SH” means a residential program providing “low demand” 

support services to persons with mental illness who were previously living on the 
streets or other places not meant for habitation. 

 
“CRISIS-RESPITE HOUSING” means accommodations available for up to one month 
where support services are provided to assist an individual experiencing a mental health 
or housing crisis.  In some cases, crisis-respite housing provides an alternative to 
psychiatric hospitalization.  Crisis-respite housing includes a variety of settings such as 
crisis-respite facility, a crisis-respite home, crisis-respite beds in licensed residential 
programs, crisis-respite units in supportive housing settings, and use of an emergency or 
homeless shelter for crisis-respite. 
 
• “Crisis-respite facility” or “CRF” means a licensed residential treatment facility 

providing services for up to one month for 6 or more individuals experiencing an 
episode of acute mental illness. 

 
• “Crisis-respite home” or “CRH” means a licensed residential treatment home 

providing services for up to one month for 5 or fewer individuals experiencing an 
episode of acute mental illness. 

 
• “Emergency or homeless shelter” or “EHS” means a facility providing short-term, 

emergency accommodations for homeless and displaced persons. 
   
 
 
 
 
 



 

III. ALCOHOL AND DRUG SECTION DEFINITIONS 
 

“STRUCTURED/SPECIALIZED RESIDENTIAL RESOURCES” means residential 
programs that provide 24-hour staffing and are generally licensed by the state.  They 
include OMHAS-funded A&D Residential Treatment Facilities, Corrections Residential 
Treatment Facilities, Other Residential Treatment Facilities and Faith-Based Residential 
Programs. 
 
• “OMHAS-funded A&D Residential Treatment Facility” or “A&D RTF” means a 

program licensed and funded, at least in part, by the Office of Mental Health and 
Addiction Services (OMHAS) to provide treatment for alcohol or other drug 
disorders to 6 or more residents. 

 
• “Corrections Residential Treatment Facility” or “Corrections RTF” means a 

residential program operated in a correctional facility to provide treatment for 
alcohol or other drug disorders. 

 
• “Other Residential Treatment Facility” or “Other RTF” means a residential 

program licensed by the OMHAS to provide treatment for alcohol or other drug 
disorders but not funded by OMHAS or provided in a correctional facility. 

 
• “Faith-Based Residential Program” or “FBRP” means a residential program with 

on site staff that is operated by a religious organization for people with alcohol or 
other drug disorders. 

 
“RECOVERY HOUSING” means housing that supports individuals with alcohol or 
other drug disorders to maintain sobriety.  They include Oxford Houses, Other 
Recovery Homes, Transitional ADF Homes, Transitional ADF Single Room Occupancy 
Housing, Transitional ADF Apartments, ADF Housing Assistance Services, and ADF 
Permanent Supportive Housing. 
 
• “Oxford House” means a peer-run and financially self-supporting home where 

residents support each other in alcohol and drug free living.  There are no paid 
staff at these homes.  Oxford Houses are affiliated with and follow guidelines 
established by Oxford House, Inc.  A listing of homes in Oregon is maintained at 
www.oxfordhousesoforegon.com . 

 
• “Other Recovery Home” means a peer-run home with no paid staff on site where 

residents support each other in alcohol and drug free living.  These homes are not 
affiliated with Oxford House, Inc. 

 



 

• “Transitional ADF Home” means a shared living environment in a single family 
home setting for people who’ve recently completed treatment for alcohol and 
drug addiction.  The home is typically staffed or sponsored by an alcohol and 
drug treatment provider and provides support for sobriety in an alcohol and drug 
free environment.  Homes may be for single individuals or for re-uniting families. 

 
•  “Transitional ADF Single Room Occupancy Housing” means a living 

environment that offers private hotel-type rooms for people who’ve recently 
completed treatment for alcohol and drug addiction.  The housing is typically 
staffed or sponsored by an alcohol and drug treatment provider and provides 
support for sobriety in an alcohol and drug free environment. 

 
• “Transitional ADF Apartments” means a living environment that offers private 

apartment accommodations for people who’ve recently completed treatment for 
alcohol and drug addiction.  The housing is typically staffed or sponsored by an 
alcohol and drug treatment provider and provides support for sobriety in an 
alcohol and drug free environment. 

 
• “ADF Housing Assistance Services” means the provision of housing coordination 

services and rental subsidies for people who are completing treatment for alcohol 
and drug addiction.  Individuals or families receive assistance with finding and 
maintaining decent and safe housing and living an alcohol and drug free lifestyle. 

 
• “ADF Permanent Supportive Housing” means housing in private apartments or 

other individual living units that provides long-term supportive housing for 
people in recovery from alcohol and drug addictions.  The housing environment is 
alcohol and drug free.  The housing may be sponsored or supported by a service 
provider. 
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Selected Data Tables for Mental Health Populations 



Table B-1: Number Served in Community Mental Health Programs during  
Fiscal Year FY 2003-05 and October 2004 

 

 
 



Table B-2: Number of Adults in MH Structured/Specialized Residential Services and Related Data 

 

 
 



Table B-3: Unmet Housing Needs for Adult Mental Health Clients 

 

 
 



Table B-4: Number of Adults in MH Supportive Housing and Related Data 

 

 



Table B-5: Crisis-Respite Housing Availability for Adult Mental Health Clients 

 

 



Table B-6: Affordable Housing Availability for Adult Mental Health Clients 

 

 
 



Table B-7: Homelessness Among Adults and Children/Adolescents with Mental Health Disorders 
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Selected Data Tables for Alcohol and Drug Population



Table C-1: Number Served in Alcohol and drug Treatment Programs during 
Fiscal FY 2003-05 and October 2004 

 

 
 



Table C-2: Number of Adults in Structured/Specialized Residential Services and Related Data 

 

 
 



Table C-3: Unmet Housing Needs for Adult Alcohol and Drug Clients 

 

 
 



Table C-4: Number of Adult Alcohol and Drug Clients in Recovery Housing and Related Data 

 

 
 



Table C-5: Affordable Housing Availability for Adult Alcohol and Drug Clients 

 

 
 



Table C-6: Residential Service Needs for Adult Alcohol and Drug Clients 

 

 
 



Table C-7: Homelessness Among Adults and Children/Adolescents with Alcohol and Drug Disorders 

 

 


