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Outline	
  
•  IntroducBons	
  and	
  ice	
  breaker	
  (Many	
  QuesBons)	
  	
  
•  Describing	
  housing	
  barriers/challenges	
  and	
  needs	
  
•  DescripBon	
  of	
  the	
  iniBaBve	
  and	
  the	
  mulB-­‐site	
  
evaluaBon	
  (seXng	
  the	
  stage)	
  
–  CommWell	
  Health	
  presentaBon	
  
–  Family	
  Health	
  Centers	
  of	
  SD	
  presentaBon	
  	
  
– Multnomah	
  HD	
  presentaBon 	
  	
  
–  SF	
  Dept	
  of	
  Health	
  presentaBon	
  

•  Tackling	
  challenges	
  and	
  housing	
  partnerships	
  at	
  
home	
  

•  Report	
  out	
  and	
  wrap	
  up	
  



IntroducBon	
  &	
  AcBvity	
  
•  Many	
  QuesBons…	
  



Housing	
  Challenges	
  and	
  Barriers	
  
•  What	
  is	
  the	
  current	
  HIV	
  housing	
  situaBon	
  in	
  your	
  area?	
  
•  How	
  accessible	
  is	
  housing	
  for	
  PLWHA?	
  
•  How	
  do	
  the	
  various	
  organizaBon	
  (HIV	
  and	
  housing)	
  work	
  

together	
  to	
  meet	
  the	
  needs	
  of	
  PLWHA?	
  
•  Barriers	
  or	
  challenges?	
  



HIV	
  ConBnuum	
  of	
  Care	
  

Source:	
  AIDS.gov	
  

Background	
  &	
  Significance 	
  	
  



Background	
  &	
  Significance	
  	
  
– NaBonal	
  HIV/AIDS	
  Strategy	
  
•  Reducing	
  the	
  number	
  of	
  people	
  who	
  become	
  
infected	
  with	
  HIV	
  
•  Increasing	
  access	
  to	
  care	
  and	
  opBmizing	
  health	
  
outcomes	
  for	
  people	
  living	
  with	
  HIV,	
  and	
  
•  Reducing	
  HIV-­‐related	
  health	
  dispariBes	
  	
  

	
  



Background	
  &	
  Significance 	
  	
  
Homelessness	
  and	
  HIV:	
  	
  
	
  
•  HIV	
  is	
  3-­‐9	
  Bmes	
  more	
  prevalent	
  among	
  homeless	
  individuals	
  

than	
  those	
  in	
  stable	
  housing	
  (Kidder	
  et	
  al.,	
  2006)	
  

•  Limited	
  or	
  inadequate	
  health	
  care	
  uBlizaBon	
  reported	
  among	
  
unstably	
  housed	
  persons	
  living	
  with	
  HIV	
  (Aidala	
  et	
  al.,	
  2007).	
  

•  Less	
  likely	
  to	
  have	
  ever	
  been	
  prescribed	
  	
  or	
  acBvely	
  taking	
  HIV	
  
anBretrovirals	
  (Kidder	
  et	
  al.,	
  2006).	
  

•  More	
  likely	
  to	
  use	
  emergency	
  rooms	
  for	
  HIV	
  care	
  	
  or	
  be	
  
hospitalized	
  due	
  to	
  HIV	
  related	
  complicaBons	
  (Arno	
  et	
  al.,	
  
1996).	
  



Background	
  &	
  Significance 	
  	
  
	
  

Behavioral	
  Health,	
  Homelessness	
  and	
  HIV:	
  
	
  
•  26.2%	
  of	
  homeless	
  populaBon	
  suffer	
  from	
  severe	
  

mental	
  illness	
  problem	
  (HUD,	
  2010).	
  

•  34.7%	
  of	
  homeless	
  populaBon	
  have	
  substance	
  abuse	
  
problem	
  (HUD,	
  2010).	
  

•  InjecBon	
  drug	
  use	
  accounts	
  for	
  9%	
  of	
  HIV/AIDS	
  
diagnoses	
  (CDC,	
  	
  2012).	
  



Building	
  a	
  Medical	
  Home	
  IniBaBve	
  
(2012-­‐2017)	
  

•  Funded	
  by	
  Health	
  Resources	
  &	
  Services	
  
AdministraBon/	
  Special	
  Projects	
  of	
  NaBonal	
  
Significance	
  (HRSA/SPNS)	
  

•  To	
  engage	
  homeless/unstably	
  housed	
  
persons	
  living	
  with	
  HIV	
  who	
  have	
  persistent	
  
mental	
  illness	
  and/or	
  substance	
  use	
  
disorders	
  in	
  HIV	
  and	
  behavioral	
  health	
  care	
  
and	
  to	
  assist	
  in	
  obtaining	
  housing	
  

	
  



IniBaBve	
  Goals	
  
•  Improve	
  Bmely	
  entry,	
  engagement	
  and	
  retenBon	
  in	
  HIV	
  

care	
  and	
  supporBve	
  services	
  	
  

•  Build	
  and	
  maintain	
  sustainable	
  linkages	
  to	
  mental	
  health,	
  
substance	
  use	
  treatment	
  and	
  HIV	
  primary	
  care	
  

•  Increase	
  access	
  to	
  stable/permanent	
  housing	
  

•  Create	
  a	
  medical	
  home	
  for	
  HIV	
  posiBve	
  mulBply	
  
diagnosed	
  homeless/unstably	
  housed	
  populaBons	
  
	
  



Target	
  PopulaBon	
  
1.   Persons	
  living	
  with	
  HIV/AIDS	
  who	
  are	
  18	
  years	
  of	
  age	
  or	
  older	
  

2.   Persons	
  who	
  are	
  homeless	
  or	
  unstably	
  housed	
  
–  Literally	
  homeless;	
  	
  

•  Lacks	
  a	
  fixed,	
  regular,	
  and	
  adequate	
  nighXme	
  residence	
  
–  Unstably	
  housed	
  

•  No	
  lease,	
  ownership	
  interest	
  or	
  occupancy	
  agreement	
  in	
  permanent	
  and	
  
stable	
  housing)	
  in	
  the	
  last	
  60	
  days;	
  or	
  

•  Persistent	
  housing	
  instability	
  as	
  measured	
  by	
  two	
  moves	
  or	
  more	
  in	
  the	
  
preceding	
  60	
  days;	
  and	
  

•  Expected	
  to	
  conBnue	
  as	
  such	
  for	
  an	
  extended	
  period	
  of	
  Bme.	
  	
  
–  Fleeing	
  domesBc	
  violence	
  

•  Fleeing	
  or	
  akempBng	
  to	
  flee	
  domesBc	
  violence,	
  has	
  no	
  other	
  residence	
  and	
  
lacks	
  the	
  resources	
  to	
  obtain	
  permanent	
  housing.	
  

	
  
3.   Persons	
  	
  with	
  one	
  or	
  more	
  co-­‐occurring	
  	
  mental	
  health	
  or	
  substance	
  use	
  disorders	
  

	
  



hkp://medheart.hdwg.org/	
  



IntervenBon	
  Model	
  	
  
•  Building	
  a	
  medical	
  home	
  for	
  HIV	
  posiBve	
  homeless	
  

populaBon	
  
–  Housing	
  partnerships	
  	
  
–  Behavioral	
  health	
  partnerships	
  
–  Systems	
  integraBon	
  	
  

•  Use	
  of	
  network	
  navigator/care	
  coordinators	
  



Study	
  Design	
  Overview	
  
•  Methodology	
  

–  Longitudinal	
  study	
  with	
  data	
  collecBon	
  at	
  baseline,	
  
and	
  follow-­‐up	
  points	
  at	
  3,6,12,	
  and	
  18	
  months	
  

•  Data	
  collecBon	
  instruments	
  
–  Client	
  interviews	
  
– Medical	
  chart	
  review	
  
–  IntervenBon	
  encounter	
  form	
  



Study	
  Design	
  Overview	
  
•  EvaluaBon	
  measures	
  

–  Outcome	
  measures	
  
•  Clinical:	
  Changes	
  in	
  CD4	
  and	
  viral	
  load,	
  HIV	
  primary	
  care	
  visits,	
  behavioral	
  health	
  visits,	
  

quality	
  of	
  care,	
  HIV	
  and	
  housing	
  case	
  management	
  visits	
  (Suggest	
  to	
  delete	
  above)	
  
–  Increased	
  retenBon	
  in	
  care	
  	
  
–  Increased	
  viral	
  suppression	
  	
  

•  Improve	
  housing	
  stability	
  
•  Improved	
  health	
  related	
  quality	
  of	
  life	
  

	
  

Other	
  intermediate	
  outcomes:	
  	
  
•  ReducBon	
  in	
  barriers	
  to	
  care	
  &	
  unmet	
  needs	
  for	
  services	
  
•  Improved	
  HIV	
  treatment	
  adherence	
  
•  Increased	
  paBent	
  experience	
  with	
  care	
  
•  Improved	
  access	
  &	
  use	
  to	
  mental	
  health	
  &	
  substance	
  use	
  treatment	
  

–  Process	
  measures	
  
•  Number	
  and	
  duraBon	
  of	
  encounters	
  with	
  intervenBon	
  staff,	
  acBviBes	
  with	
  intervenBon	
  

staff,	
  types	
  of	
  encounters	
  
•  Building	
  a	
  medical	
  home:	
  paBent	
  quality	
  of	
  care	
  measures	
  (for	
  homeless),	
  self-­‐

management	
  and	
  end-­‐of-­‐life	
  plan	
  
–  QualitaBve	
  supplement:	
  in-­‐depth	
  provider	
  and	
  staff	
  interviews	
  



Building	
  Housing	
  
Partnerships	
  

Site:	
  CommWell	
  Health	
  
Presenter:	
  Leigh	
  Evans	
  



Program	
  
•  Model:	
  	
  

–  Care	
  coordinaBon	
  provided	
  by	
  HIV	
  Nurse	
  
–  Network	
  Navigator	
  
–  Intensive	
  housing	
  coordinaBon	
  

•  Target	
  Audience:	
  
–  HIV+	
  homeless/unstably	
  housed,	
  some	
  farmworkers	
  
	
  

•  InnovaBon	
  	
  
–  Coordinated,	
  intensive	
  service	
  provision	
  spanning	
  
across	
  departments	
  and	
  local	
  service	
  providers	
  

	
  



Geographic	
  locaBon	
  
•  Rural,	
  southeast	
  North	
  Carolina	
  
	
  



Geographic	
  locaBon	
  



CommWell	
  Health	
  



TransportaBon	
  



Program	
  Model	
  

POSITIVE	
  LIFE	
  

ConBnuum	
  
of	
  Care	
  

Coordinator	
  

Care	
  
Manager/	
  
Housing	
  

Coordinator	
  

Network	
  
Navigator	
  

MH,	
  SA,	
  
Housing,	
  
Medical	
  



PosiBve	
  Life	
  Team	
  



SPNS	
  Team	
  



Housing	
  Partnerships	
  
Barriers	
  to	
  housing	
  	
  
–  Limited	
  resources-­‐	
  housing	
  

units,	
  transiBonal	
  housing	
  
–  Services	
  for	
  homeless	
  but	
  not	
  

HIV+	
  
–  Red	
  tape-­‐	
  background	
  checks,	
  

drug	
  screens	
  
–  Cost	
  for	
  emergency	
  shelters	
  

	
  

Strategy	
  
•  Convene	
  local	
  housing	
  

providers	
  
•  Pull	
  them	
  together	
  to:	
  	
  

•  Introduce	
  program	
  
•  Learn	
  about	
  resources	
  

	
  



Housing	
  Partnerships	
  
•  What	
  was	
  meant	
  to	
  be	
  a	
  1	
  Bme	
  meeBng	
  turned	
  into:	
  

•  Forum	
  for	
  local	
  housing	
  providers	
  

•  Quarterly	
  meeBngs	
  

•  Development	
  of	
  shared	
  goals	
  and	
  objecBves	
  

•  Venue	
  to	
  share	
  resources	
  

•  2-­‐way	
  street:	
  connecBng	
  clients	
  to	
  housing	
  and	
  medical	
  
	
  



Housing	
  Partnerships	
  
•  Successes	
  	
  
•  Good	
  representaBon	
  at	
  housing	
  meeBngs	
  	
  
•  InformaBon	
  sharing	
  
•  Willingness	
  to	
  collaborate	
  

	
  •  Challenges	
  	
  
•  Time	
  and	
  energy	
  for	
  outreach	
  
•  Too	
  many	
  meeBngs	
  

•  Other	
  challenges/successes	
  
•  SBgma	
  
•  Structural	
  barriers	
  
•  Resources	
  do	
  exist!!	
  



Maintaining	
  Partnerships	
  
•  Maintaining	
  good	
  relaBonships	
  
– Quarterly	
  meeBngs	
  
– ConBnued	
  outreach	
  
– RepresentaBon	
  at	
  larger	
  housing	
  coordinaBon	
  
meeBngs	
  

– CoordinaBng	
  housing	
  and	
  other	
  things	
  like	
  
medical	
  services,	
  employment	
  assistance	
  

	
  
	
  

Shared	
  goal:	
  to	
  help	
  clients	
  access	
  the	
  services	
  
and	
  programs	
  they	
  need	
  



Resources	
  
–  Local	
  Housing	
  Inventory	
  
	
  



Building	
  Housing	
  
Partnerships	
  

	
  
	
  
	
  

Presenter:	
  Verna	
  Gant	
  



Program	
  Model	
  
IdenBfy	
  HIV	
  posiBve	
  homeless	
  or	
  unstably	
  housed	
  dually	
  
diagnosed	
  individuals	
  and	
  assist	
  them	
  with	
  establishing	
  the	
  
following	
  services:	
  
	
  
-­‐Select	
  and	
  maintain	
  a	
  Primary	
  Care	
  Medical	
  Home	
  	
  
-­‐Housing	
  resources/referrals	
  
-­‐Behavioral	
  health	
  services	
  (licensed	
  therapist,	
  
psychiatrist)	
  
-­‐OutpaBent	
  substance	
  abuse	
  support	
  
-­‐Provide	
  intensive	
  case	
  management	
  support	
  

	
  
	
  



	
  
Family	
  Health	
  Centers	
  of	
  San	
  Diego	
  

	
  Program	
  Focus:	
  IdenBficaBon	
  of	
  Dually	
  Diagnosed	
  HIV+	
  
Homeless	
  Individuals	
  within	
  the	
  County	
  of	
  San	
  Diego	
  

(Central	
  and	
  Downtown	
  San	
  Diego)	
  

	
  
	
  



Family	
  Health	
  Centers	
  of	
  San	
  Diego	
  
Program	
  InnovaBon	
  through	
  partnership	
  of	
  
ConnecBons	
  Housing,	
  People	
  AssisBng	
  the	
  Homeless	
  
(PATH)	
  and	
  Family	
  Health	
  Centers	
  of	
  San	
  Diego	
  
-­‐CreaBon	
  of	
  strong	
  street-­‐familiarity	
  among	
  downtown	
  
homeless	
  residents	
  with	
  integrated	
  resources	
  available	
  
through	
  interim/long	
  term	
  housing	
  through	
  a	
  one-­‐stop	
  
shop	
  (housing,	
  health	
  care,	
  comprehensive	
  social	
  services).	
  
	
  



Program	
  Overview	
  
	
  
	
  

	
  



Building	
  Housing	
  Partnerships	
  
	
  

Within	
  the	
  County	
  of	
  San	
  Diego,	
  Family	
  Health	
  
Centers	
  of	
  San	
  Diego	
  (FHCSD)	
  focused	
  on	
  increasing	
  
housing	
  partnership	
  and	
  referrals	
  through:	
  	
  
	
  
-­‐Local	
  HIV	
  Community	
  Agencies	
  
-­‐Community	
  MeeBngs	
  	
  
-­‐County	
  of	
  San	
  Diego	
  Consumer	
  MeeBngs	
  
	
  

	
  



Building	
  Housing	
  Partnerships,	
  Con’t	
  
-­‐People	
  AssisBng	
  The	
  Homeless	
  (PATH)	
  Family	
  Health	
  
Centers	
  of	
  San	
  Diego(FHCSD)-­‐Subcontractor	
  
-­‐Affirmed	
  Housing	
  Group	
  
-­‐PATH	
  Ventures	
  
-­‐Alpha	
  Project	
  For	
  The	
  Homeless	
  
-­‐Solari	
  Enterprise	
  Inc.	
  

	
  
	
  

	
  



Housing	
  Successes	
  
Within	
  San	
  Diego	
  County,	
  the	
  following	
  successes	
  
can	
  be	
  highlighted	
  by	
  uBlizing	
  the	
  following	
  
programs	
  and	
  partnerships:	
  
	
  
-­‐Emergency	
  Housing	
  Program	
  	
  
-­‐TransiBonal	
  Housing	
  Programs	
  	
  
-­‐PATH	
  (Special	
  Needs	
  Units,	
  Interim	
  Units)	
  
-­‐Establishing	
  relaBonships	
  with	
  Non-­‐TradiBonal	
  
Landlords	
  

	
  



Housing	
  Challenges	
  
Within	
  San	
  Diego	
  County	
  there	
  are	
  several	
  housing	
  
challenges:	
  	
  
-­‐There	
  is	
  a	
  lack	
  of	
  permanent	
  and	
  affordable	
  housing	
  opBons	
  	
  
-­‐Clients	
  have	
  limited	
  Income	
  
Address	
  the	
  challenges:	
  
-­‐FHCSD	
  and	
  PATH	
  conBnue	
  to	
  idenBfy	
  non-­‐tradiBonal	
  HIV	
  
stable/permanent	
  housing	
  programs	
  to	
  assist	
  clients	
  with	
  
stable	
  housing	
  
-­‐Obtain	
  feedback	
  from	
  the	
  Community	
  Advisory	
  Board	
  and	
  
consumers	
  

	
  



Housing	
  Challenges,	
  Con’t	
  
What	
  are	
  other	
  housing	
  challenges	
  to	
  keep	
  in	
  mind	
  
in	
  your	
  community?	
  	
  
	
  
-­‐The	
  length	
  and	
  history	
  of	
  homelessness	
  
-­‐Mental	
  health	
  
-­‐Substance	
  abuse	
  
-­‐No	
  or	
  limited	
  income	
  
-­‐	
  The	
  wait	
  list	
  for	
  SecBon-­‐8	
  and	
  HOWPA	
  	
  
-­‐Linking	
  and	
  establishing	
  a	
  Primary	
  Care	
  Medical	
  Home	
  

	
  



Housing	
  Successes,	
  Con’t	
  
Let’s	
  hear	
  more	
  on	
  what	
  has	
  worked	
  for	
  San	
  Diego	
  
County	
  and	
  Family	
  Health	
  Centers	
  of	
  San	
  Diego:	
  
	
  
-­‐SecBon-­‐8	
  and	
  HOPWA	
  waiBng	
  list	
  
-­‐HOPWA	
  Housing	
  Programs	
  
-­‐Ryan	
  White	
  emergency	
  and	
  transiBonal	
  programs	
  
-­‐Networking	
  with	
  Property	
  Managers	
  and	
  Landlords	
  



Maintaining	
  	
  PosiBve	
  Partnerships	
  
	
  
Steps	
  to	
  maintaining	
  partnerships	
  that	
  have	
  worked	
  in	
  
San	
  Diego:	
  
	
  
-­‐FHCSD	
  and	
  PATH	
  conBnue	
  to	
  foster	
  working	
  relaBonships	
  
with	
  community	
  members	
  and	
  organizaBons	
  
-­‐Get	
  the	
  word	
  out	
  (again	
  and	
  again)-­‐Conduct	
  quarterly	
  and	
  
bi-­‐annual	
  in-­‐services	
  with	
  exisBng	
  and	
  new	
  partners!	
  
-­‐Foster	
  partnerships	
  with	
  exisBng	
  Ryan	
  White	
  and	
  HOWPA	
  
funded	
  Housing	
  Programs	
  (formal	
  and	
  informal)	
  

	
  

	
  
	
  



Maintaining	
  Partnerships	
  under	
  
challenging	
  circumstances	
  	
  

	
  
FHCSD	
  has	
  worked	
  to	
  address	
  challenges	
  through-­‐	
  
	
  
-­‐CoordinaBon	
  &	
  CommunicaBon	
  
-­‐Case	
  Conferences	
  
-­‐CollaboraBon	
  (FHCSD	
  &	
  PATH)	
  
-­‐IdenBficaBon	
  of	
  non-­‐tradiBonal	
  HIV	
  stable/permanent	
  
housing	
  programs	
  to	
  assist	
  clients	
  with	
  stable	
  housing	
  
	
  

	
  
	
  



Partnership	
  Maintenance	
  
How	
  does	
  FHCSD	
  work	
  with	
  PATH	
  to	
  help	
  our	
  clients	
  
achieve	
  their	
  goals?	
  
	
  
-­‐Co-­‐locaBon	
  	
  
-­‐CoordinaBon	
  
-­‐CollaboraBon	
  	
  
-­‐Shared	
  Database	
  
-­‐Shared	
  Partnership	
  

	
  

	
  

	
  
	
  



Formalizing	
  Partnerships	
  	
  
Family	
  Health	
  Centers	
  of	
  San	
  Diego	
  works	
  with	
  PATH	
  in	
  the	
  following	
  
ways:	
  	
  
-­‐Subcontracted	
  Services	
  	
  
-­‐Co-­‐locaBon-­‐Share	
  office	
  space/resources	
  
-­‐Training	
  &	
  support	
  on	
  the	
  Ryan	
  White	
  Case	
  Management	
  model	
  
-­‐Treatment	
  adherence	
  educaBon	
  and	
  monthly	
  case	
  reviews	
  
-­‐Case	
  review	
  meeBngs	
  offer	
  an	
  opportunity	
  to	
  provide	
  resources	
  and	
  
supports	
  to	
  homeless	
  downtown	
  residents	
  on	
  primary	
  health	
  care,	
  
specialty	
  HIV	
  medical	
  care,	
  dental	
  services,	
  mental	
  health,	
  substance	
  
use	
  services,	
  enrollment	
  with	
  Managed	
  Care	
  plans,	
  Ryan	
  White	
  and	
  
the	
  AIDS	
  Drug	
  Assistance	
  (ADAP).	
  

	
  

	
  
	
  



Resources	
  
Customize	
  Resources	
  for	
  your	
  community,	
  FHCSD	
  has	
  customized	
  
the	
  following:	
  	
  
-­‐There	
  is	
  a	
  PATH/Alpha	
  Interim	
  Housing	
  Referral	
  Form-­‐used	
  for	
  
screening	
  and	
  intake	
  for	
  housing	
  program.	
  
-­‐There	
  is	
  a	
  DocumentaBon	
  Guide	
  Checklist-­‐which	
  lists	
  documents	
  
needed	
  for	
  housing	
  referrals	
  
-­‐CreaBon	
  of	
  an	
  Eligibility	
  Screening	
  Tool-­‐a	
  guide	
  to	
  determine	
  
eligibility	
  for	
  the	
  Special	
  Needs	
  Units	
  at	
  PATH	
  ConnecBons	
  Housing	
  
-­‐ARIES-­‐A	
  shared	
  client	
  database	
  for	
  documentaBon	
  and	
  record	
  
keeping	
  	
  	
  
-­‐Intake	
  Assessment	
  –	
  Includes	
  Mental	
  Health,	
  Medical	
  Health,	
  
Substance	
  Abuse,	
  Financial,	
  Disability,	
  DV,	
  etc.	
  to	
  develop	
  an	
  
Individualized	
  Service	
  Plan	
  
	
  
	
  



Housing	
  Resources	
  
FHCSD	
  has	
  created	
  the	
  following	
  tools	
  and	
  
resources	
  within	
  our	
  program	
  
	
  
-­‐San	
  Diego	
  Housing	
  Commission	
  Forms	
  
-­‐CerBficaBon	
  of	
  Homelessness-­‐verificaBon	
  of	
  a	
  client’s	
  
homeless	
  status	
  
-­‐CerBficaBon	
  of	
  Disability-­‐an	
  authorizaBon	
  of	
  special	
  
consideraBons	
  in	
  federally	
  funded	
  housing	
  to	
  a	
  person	
  
who	
  is	
  permanently	
  disabled	
  or	
  verificaBon	
  of	
  a	
  
handicap	
  

	
  



Building	
  Housing	
  
Partnerships	
  

Site:	
  Multnomah	
  County	
  HIV	
  Clinic	
  
Portland,	
  Oregon	
  

Presenter:	
  Jodi	
  Davich	
  



Program	
  
•  Model:	
  Based	
  on	
  PaBent	
  Centered	
  Medical	
  Home	
  and	
  

CriBcal	
  Time	
  IntervenBon	
  

•  Target	
  Audience:	
  Homeless	
  PLWH	
  Affected	
  with	
  Mental	
  
Health	
  and	
  Substance	
  Abuse	
  Disorders	
  

•  Geography:	
  Portland,	
  Oregon	
  
•  InnovaIon:	
  Full	
  integraBon	
  of	
  network	
  navigators	
  into	
  the	
  

primary	
  care	
  medical	
  team	
  through	
  collaboraBon	
  with	
  
primary	
  HOPWA	
  provider,	
  Cascade	
  AIDS	
  Project	
  

	
  



Housing	
  Partnerships	
  
•  Methodology	
  for	
  building	
  partnerships	
  

•  Networking,	
  educaBon	
  and	
  outreach	
  
•  TargeBng	
  new	
  programs	
  and	
  resources	
  as	
  they	
  emerge	
  
•  Developing	
  MOUs	
  
•  Joining	
  housing	
  coordinaBon	
  groups	
  
•  InviBng	
  housing	
  case	
  managers	
  to	
  join	
  the	
  medical	
  team	
  

•  Successes	
  in	
  idenIfying	
  and	
  engaging	
  housing	
  partners	
  
•  CreaBng	
  new	
  HIV	
  slots	
  in	
  housing	
  programs	
  
•  Housing	
  staff	
  parBcipate	
  in	
  clinic	
  acBviBes	
  



Housing	
  Partnerships	
  

•  Challenges	
  idenIfying	
  	
  &	
  partnering	
  with	
  housing	
  agencies	
  
•  Portland	
  lacks	
  housing	
  stock	
  for	
  low	
  income–parBcularly	
  those	
  with	
  
bad	
  rental	
  histories	
  

•  Portland	
  lacks	
  supporBve	
  housing	
  and	
  re-­‐entry	
  programs	
  

•  How	
  are	
  you	
  addressing	
  these	
  challenges	
  
•  ParBcipaBng	
  in	
  policy	
  and	
  community	
  planning	
  
•  Exploring	
  	
  Bny	
  houses,	
  micro-­‐apartments	
  
•  Approaching	
  faith	
  communiBes	
  
•  PromoBng	
  advocacy	
  within	
  HIV	
  communiBes	
  

	
  



Maintaining	
  Partnerships	
  
•  Working	
  together	
  to	
  serve	
  clients:	
  	
  

•  Collaborate	
  ways	
  to	
  meet	
  eligibility	
  criteria	
  
•  Help	
  with	
  psycho/social	
  assessments	
  that	
  are	
  needed	
  for	
  specific/
special	
  needs	
  housing	
  programs	
  

•  Meet	
  together	
  with	
  client,	
  navigator,	
  housing	
  staff,	
  and	
  medical	
  case	
  
manager	
  so	
  everyone	
  is	
  on	
  the	
  same	
  page	
  

•  Create	
  a	
  client	
  driven	
  housing	
  plan	
  that	
  is	
  shared	
  and	
  understood	
  by	
  
all	
  parBes	
  

•  Stay	
  faithful	
  to	
  agreements—follow	
  through	
  with	
  your	
  duBes!	
  

	
  

	
  
	
  



Maintaining	
  Partnerships	
  
•  What	
  do	
  you	
  offer	
  to	
  them	
  in	
  exchange	
  for	
  what	
  they	
  
offer	
  to	
  you/your	
  agency?	
  
•  Real-­‐Bme	
  help	
  to	
  resolve	
  landlord/tenant	
  problems	
  including	
  
moving	
  disrupBve	
  clients	
  out,	
  paying	
  large	
  deposits,	
  avoiding	
  
formal	
  evicBon	
  (which	
  saves	
  landlords	
  money),	
  renBng	
  
storage	
  units,	
  etc.	
  

•  Assistance	
  with	
  paperwork,	
  housing	
  searches,	
  tenant/landlord	
  
relaBons	
  and	
  home	
  visits	
  

	
  
	
  



Maintaining	
  Partnerships	
  
•  Working	
  with	
  landlords	
  

•  Be	
  honest	
  
•  Being	
  available	
  to	
  respond	
  to	
  issues	
  in	
  real	
  Bme	
  
•  Having	
  a	
  plan	
  to	
  resolve	
  problems	
  
•  Educate	
  landlords	
  about	
  recovery—built	
  empathy—make	
  it	
  
human	
  	
  

	
  

	
  
	
  



Maintaining	
  Partnerships	
  
•  Dealing	
  with	
  challenging	
  situaIons:	
  
•  CollaboraBng	
  with	
  housing	
  partners	
  to	
  develop	
  standards	
  for	
  
communicaBon	
  and	
  problem	
  resoluBons	
  

•  Being	
  responsive	
  to	
  requests	
  (avoid	
  “it’s	
  not	
  my	
  job”)	
  
•  IdenBfying	
  possible	
  barriers	
  and	
  stumbling	
  blocks	
  for	
  each	
  client	
  
prior	
  to	
  iniBaBng	
  a	
  housing	
  search	
  

•  Addressing	
  problems	
  in	
  real	
  Bme	
  
•  Holding	
  rapid	
  debriefs	
  with	
  service	
  providers	
  to	
  idenBfy	
  what	
  
worked	
  and	
  how	
  to	
  improve	
  future	
  efforts	
  

•  Holding	
  all	
  parBes	
  accountable	
  (including	
  clients)	
  



Tools/Resources	
  
•  MoBvaBonal	
  Interviewing	
  (eliciBng	
  change	
  talk	
  in	
  
clients)	
  
•  Deep	
  Listening	
  
•  Trauma	
  Informed	
  Care	
  
•  Chronic	
  CondiBon	
  (Disease)	
  Self	
  Management	
  
•  AcBon	
  Plans	
  



SF	
  HHOME	
  	
  
	
  

Brenda	
  Meskan,	
  LMFT	
  
SF	
  Department	
  of	
  Public	
  Health	
  



Homeless	
  Health	
  Outreach	
  Medical	
  Engagement	
  
HHOME	
  

•  Model:	
  Intensive	
  Street	
  Medicine	
  Outreach	
  and	
  Engagement	
  Team	
  
–  Target	
  Audience:	
  HIV	
  posiBve,	
  mulBple	
  diagnosed	
  individuals-­‐	
  

chronic	
  homelessness,	
  substance	
  abuse,	
  mental	
  illness,	
  and	
  not	
  
connected	
  to	
  Primary	
  Care	
  

–  Street	
  Medicine,	
  StabilizaBon	
  Units	
  in	
  Single	
  Room	
  Occupancy	
  
(SRO)	
  hotels	
  



SF	
  Department	
  of	
  Public	
  Health	
  	
  
Medical	
  Clinics,	
  ConsorIum	
  Clinics,	
  &	
  Shelters	
  

	
  



Housing	
  Shortage	
  

Median	
  Price	
  Per	
  Bedroom	
  



Building	
  Housing	
  Partnerships	
  
•  Find	
  Gatekeepers	
  
•  Build	
  RelaBonships	
  
•  Research	
  available	
  housing:	
  

–  Government	
  and	
  local	
  programs	
  
–  Colleagues	
  
–  Reference	
  books/Internet	
  

•  Networking/Phone	
  calls,	
  site	
  visits,	
  refer	
  clients	
  
•  Be	
  of	
  “service”	
  responding	
  to	
  phone	
  calls,	
  emails,	
  and	
  any	
  requests	
  

in	
  a	
  Bmely	
  manner	
  
•  Maintain	
  relaBonships	
  with	
  housing	
  providers	
  



Navigate	
  the	
  Housing	
  System	
  
•  IdenBfying	
  the	
  HIV	
  specific	
  sites,	
  contacBng	
  the	
  sites	
  and	
  inquire	
  

about	
  referrals	
  into	
  their	
  programs.	
  	
  Ryan	
  White	
  funded-­‐programs	
  	
  
•  HIV	
  specific	
  sites	
  were	
  closed	
  to	
  new	
  referrals;	
  CHIPS	
  waiBng	
  list	
  

closed	
  in	
  2001:	
  No	
  lists:	
  	
  Derek	
  Silva	
  Community,	
  Leland	
  House,	
  
Peter	
  Claver	
  Community	
  	
  

•  Human	
  Service	
  Agency	
  (HSA)	
  has	
  access	
  to	
  housing-­‐	
  Housing	
  Access	
  
Team	
  (HAT)/Tenderloin	
  Housing	
  Clinic	
  (THC),	
  and	
  other	
  HSA	
  sites	
  
that	
  have	
  an	
  occasional	
  opening	
  

•  Direct	
  Access	
  to	
  Housing	
  (DAH)	
  (1700	
  units)	
  sites	
  for	
  those	
  needing	
  
more	
  supporBve	
  services	
  on	
  site-­‐case	
  management,	
  nursing,	
  money	
  
management	
  





Challenges	
  in	
  IdenIfying	
  &	
  Partnering	
  with	
  
Housing	
  Agencies	
  

•  CHIPS-­‐	
  WaiBng	
  list	
  
–  Not	
  available	
  for	
  new	
  posiBves	
  
–  Long	
  waits	
  
–  Clients	
  need	
  addiBonal	
  services	
  

•  StabilizaBon	
  
–  Medical	
  
–  Psych	
  
–  EvicBons	
  for	
  nuisance	
  behavior	
  
–  6	
  month	
  before	
  eligible	
  to	
  refer	
  back	
  

•  HIV	
  specific	
  sites	
  are	
  not	
  w/c	
  accessible	
  
•  Lack	
  of	
  affordable	
  housing	
  in	
  SF	
  	
  



ProgrammaIc	
  Challenges	
  
•  Response	
  Time	
  
•  Assessing	
  Acuity	
  
•  Finding	
  the	
  appropriate	
  level	
  of	
  care	
  for	
  clients	
  aver	
  stabilizaBon	
  
•  Being	
  pulled	
  emoBonally.	
  	
  We	
  believe	
  everyone	
  deserves	
  housing.	
  	
  
•  Do	
  not	
  want	
  to	
  “burn	
  bridges”	
  with	
  providers	
  handling	
  the	
  referrals-­‐

HONESTY	
  
•  Clients	
  that	
  have	
  stabilized	
  are	
  waiBng	
  for	
  housing	
  and	
  have	
  

“stepped	
  down”	
  to	
  lower	
  level	
  of	
  care	
  w/	
  partner	
  agency	
  SF	
  HOT,	
  
undetectable	
  viral	
  load	
  	
  

•  Housing	
  Shortage	
  



Preparing	
  Clients	
  for	
  Permanent	
  Housing	
  
•  Success	
  in	
  StabilizaBon	
  Room	
  
•  Birth	
  cerBficate,	
  CA	
  Id,	
  SS	
  card	
  
•  Benefits:	
  County	
  Adult	
  Assistance	
  Program	
  or	
  SSI	
  	
  
•  Money	
  Management	
  
•  Issues	
  to	
  Address:	
  Substance	
  Abuse,	
  legal,	
  psychiatric,	
  adherence	
  
•  Partnering	
  with	
  TransiBons	
  Placement	
  Team	
  	
  
•  Coach/support	
  agencies	
  to	
  care	
  for	
  our	
  clients	
  
•  Referral	
  to	
  Health	
  at	
  Home	
  for	
  ARV	
  Daily	
  ObservaBon	
  Therapy	
  
•  Referral	
  for	
  In-­‐Home	
  Support	
  Services	
  



CHALLENGES	
  TO	
  HOUSING	
  







Successes	
  





QuesIons?	
  
Brenda	
  Meskan,	
  LMFT	
  
San	
  Francisco	
  Department	
  of	
  Public	
  Health	
  
Brenda.Meskan@sfdph.org	
  
	
  



Breakout	
  Groups	
  
•  In	
  the	
  next	
  3	
  –	
  6	
  months	
  	
  
– Who	
  would	
  you	
  like	
  to	
  work	
  with	
  in	
  your	
  area	
  
to	
  address	
  your	
  housing	
  issues?	
  

– What	
  do	
  you	
  need	
  specifically	
  from	
  them	
  and	
  
what	
  do	
  you	
  have	
  to	
  offer?	
  

– How	
  will	
  you	
  approach	
  them?	
  

•  How	
  would	
  you	
  incorporate	
  them	
  into	
  
your	
  organizaBonal	
  work?	
  



For	
  More	
  InformaBon	
  
•  hkp://medheart.hdwg.org/	
  


