
HRSA-SPNS Initiative, Building a Medical 
Home for Multiply-Diagnosed Homeless 
HIV+ Populations:  
The Role of Patient Navigators 

May 29, 2014 



Presenting Partners 
• James Apt, Boston Health Care for the Homeless 

Program,  Boston, MA 
 

• Meghan Dalton, AIDS Arms, Inc., Dallas, TX 
 

• Angélica Palmeros, Pasadena Public Health 
Department, Pasadena, CA 
 

• Jodi Davich, Multnomah County Health Department,  
Portland, OR 



HIV Continuum of Care 

Source: AIDS.gov 

Background & Significance  



Background & Significance  
• National AIDS Strategy 

• Reducing the number of people who become 
infected with HIV 

• Increasing access to care and optimizing health 
outcomes for people living with HIV, and 

• Reducing HIV-related health disparities  
 



Background & Significance  
Homelessness and HIV:  

• HIV is 3-9 times more prevalent among homeless individuals than 
those in stable housing (Kidder et al., 2006) 

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

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

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

 
 



Background & Significance  
 
Behavioral Health, Homelessness and HIV: 

• 26.2% of homeless population suffer from severe mental illness 
problem (HUD, 2010). 

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

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



Building a Medical Home 
Initiative  

Goal 
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 
 



Intervention Model  
• Building a medical home for HIV positive homeless 

population 
• Housing partnerships  
• Behavioral health partnerships 
• Systems integration  

• Use of network navigators for systems integration  and 
care coordination  



Study Design Overview 
• Nine demonstration sites 
• Methodology 

• Longitudinal study with data collection at baseline, 
and follow-up points at 3,6,12, and 18 months 

• Data collection instruments 
• Client interviews 
• Medical chart review 
• Intervention encounter form 

 



Study Design Overview 
• Evaluation measures 

• Outcome measures 
• Clinical: CD4 and viral load, HIV primary care visits, 

behavioral health visits, quality of care, housing and HIV 
case management visits 

• Client level: perceived stigma, health related quality of life, 
housing status, HIV treatment adherence, substance use, 
mental health, etc.  

• Process measures 
• Number and duration of encounters with intervention staff, 

activities with intervention staff, types of encounters 
• Building a medical home: patient quality of care measures 

(for homeless), self-management and end-of-life plan 
• Qualitative supplement: provider and staff in-depth interviews 

 



Building a Medical Home for 
Homeless Populations 

James Apt, Housing Case Manager 
Boston Health Care for the Homeless Program 
HIV Team 
 



Patient Centered Medical Home 
• Different agencies offer certifications/recognition for 

PCMH 
 
• National Committee for Quality Assurance – Levels 1-3 

Recognition 
 
• Joint Commission on Hospital Accreditation – Certification 

 
• May be payment incentives in some states for meeting the 

goals 
 

• Some clinics will develop the program philosophically 
without recognition/certification 
 



What is a Patient Centered Medical Home? 
• A model or philosophy of primary care that is patient-

centered, comprehensive, team-based, coordinated, 
accessible, and focused on quality and safety. 
 

• It is a place where patients are treated with respect, 
dignity, and compassion, and enable strong and trusting 
relationships with providers and staff. 
 

• The medical home is not a final destination instead, it is a 
model for achieving primary care excellence so that care is 
received in the right place, at the right time, and in the 
manner that best suits a patient's needs. 



Characteristics of  Our Chronically 
Homeless Clients… 
• History of mental illness, domestic violence and 

substance abuse 
• Frequent visits to ER 
• History of incarceration 
• Limited housing and employment history 
• Not adherent to HIV meds 
• Comorbidities such as Hep C, diabetes, hypertension, 

and depression. 
 



Navigator’s Role in a PCMH 
• Offer a deeper level of support for patients. 

 
• Build effective one-on-one relationships with patients to 

engage (or retain) the patients in care while maintaining a 
consistent, holistic approach. 
 

• Can literally meet patients were they are at, via outreach 
and office-based meetings.  
 

• Meet regularly with clinical team to coordinate efforts on 
behalf of patients. 
 



What does PCMH Mean for Homeless 
Persons? 
• Medical needs and psychosocial needs are greater in the 

homeless population 
 
• Navigator/case manager intervention can be critical to 

improved health outcomes 
 
• Communication with the entire team necessary for 

comprehensive care. 
 

• Sharing information with all providers, even those outside 
of the primary care setting is facilitated by navigator 

 
• In a population that suffers so much loss, the trust and 

relationship built with a PCMH team can feel like “home” 
 



Implementing  
a Navigator Model  

Meghan Dalton, LMSW 
Director of Homeless Programs 
AIDS Arms, Inc. 













Strategies to Identify & Outreach 
to Persons in Need of HIV 
Medical & Housing Services 
Angélica Palmeros, MSW 
Project Director, Operation Link 
Pasadena Department of Public Health 



Outreach Concept  
• To engage individuals and agencies to collaborate, identify, 

refer and link to project program; 
• To provide services to persons “where they are at” ; 
• To establish rapport with individuals within the 

environmental and community context;  
• To assist potential clients in accessing services, needed; 

especially clients who have difficulty engaging into 
treatment and care on consistent basis; 

• Opportunity to build and establish a relationship among 
clients who are distrustful of systems of care;  
 



Modalities of Outreach 
• Street Mobile Unit Locations 
• Foot Outreach 
• Social Network 
• Marketing 
• Service Provider  



Service Area 



Service Provider Outreach 
• Identification of service providers that serve the targeted 

population (points-of-entry) 

Client 
Community Based Organizations 

Hospitals (Emergency Rooms) 

HIV Service Providers 

Housing Programs 

Mental Health Services 

Substance Abuse Treatment Facilities  

Food Pantry Services 

Jail 

Planning and Governing Bodies 

Faith-Based Organizations 



Developed Relationships 
• Conducted agency site-visits to develop and establish a liaison between 

the agency and the community.   
• Face-to-Face, allowed an opportunity to develop trust, foster networking 

and collaboration between existing services and organizations.  

 

Client 

Project 
Program 

Service 
Provider 



Creation of the Network of 
Providers 

The outreach process allowed the development of establishing formal relationships 
among the network of providers,  expected goals:  

 
• Incorporate the role of  the Peer Care Navigation among the network providers; 
• Increase awareness and decrease stigma;  
• Improve the identification of client’s in need of intensive services; 
• Improve linkages to care and preventative supportive services;  
• Increase client adherence to HIV/AIDS, Mental Health, and Substance Abuse 

Treatment;  
• Improve the client’s housing situation;  
• Improve the client’s medical and behavioral health outcomes;  
• Institutionalize the Mobile Unit’s presence in the community;  
• Enhance relationships among and coordination between network providers;  
• Enhance and improve the network by increasing the number of providers and breadth 

of services;  
• Increase access points for clients.  

 



Service Partnerships 

• Incorporate HIV and STD Prevention Services 
• Support our community partnerships 
• Establish trust among network providers 
• Increase ability to track clients and re-engage 

back into care and treatment.  



Social Network 
• Identified internet sites,  such as grindr, blendr, twitter, and facebook;  
• Most clients are self-referred; 
• Client has the ability to contact project assistant.  

 



Foot Outreach 
• This approach provided the ability to engage a “potential” client  

into services. Locations included public areas, such as the parks, 
libraries, college campuses, freeway (underpass, overpass), 
community centers  and business areas.  

• Staff engage individuals, and move down a street, walking 
through the park, which allows them to discretely screen and 
engage potential clients. Small incentives are provided.  

 



Marketing Outreach 
• Traditional approaches via the 

use of e-mails, flyers, 
pamphlets, program website 
link, etc.  



Street Mobile Services 



This community-based approach consists of 
five intervention strategies: 
• Develop and adhere to a routine monthly schedule in locations 

where potential clients and clients are likely to be found. The 
MCU is a multi-disciplinary team composed of the Peer Care 
Navigator, HIV Risk-Reduction Counselor, Substance Abuse 
Counselor and a Medical Care Coordinator (i.e., social worker);  

• Engage and enroll clients in the program and conduct a 
customized needs assessment to assess their individual needs;  

• Strategize a proposed plan for the potential client that identifies 
specific service providers in the target area that can meet the 
client’s needs;  

• Provide ongoing, consistent, and compassionate care navigation, 
transportation, and personal support to clients.   

• Collect data during each client contact to support continuous 
quality improvement and the aggregate reporting of outcomes at 
the client- and project- levels. 
 



Project Approach/Partner Agencies 

• Screened for Eligibility and Needs 
• Coordinates Services Across 

Providers 
• ID/Eliminate Barriers to Service 
• Strengthen/ Expand Network 

Community Services/Collaborators 
Alliance for 

Housing and 
Healing 

 

IMPACT 
Drug & 
Alcohol 

Treatment 

Pasadena 
Housing & 
Homeless 
Network 

Pasadena 
Police 

Department 
& HOPE 

Team 

San Gabriel 
Valley Housing 

& Homeless 
Coordinating 

Council 

Union 
Station 

Homeless 
Services 

 

AIDS 
Service 
Center 

 
 

Pasadena 
Housing 

Department 
 
 

City of Pasadena Public Health Department 

Dental 
Clinic 

 

Food Pantry 
 
 

Medical Care 
Coordination 

 

Recovery/ 
Substance 

Abuse Clinic 

Transportation 
 

Mental Health 
 

Benefits 
Specialty 

HIV Counseling  
and Treatment 

Care Navigation 
Peer Support 
Medical Case Management 



Drop-In Locations 



Mobile Unit Services 
• HIV Testing  
• Food Baggies and Hygiene Bags (Incentives) 
• HIV and STD Education and Counseling 
• Brief Benefit Assessment 
• Social and Health Referrals 
• Housing Referrals 
• Substance Abuse Prevention Support 
 
Existing Clients 
• Case Management Services  
• Emotional and Social Support 
• Food Baggies 

 



Role of Navigator in Engaging & 
Retaining Persons in HIV Care 

Jodi Davich 
Project Manager,  HIV Health Services Center 
Multnomah County Health Department 



Multnomah County HIV Clinic:  
A Little Context… 
• Largest provider of primary care to Oregon’s 

Medicaid, uninsured and low-income persons 
living with HIV/AIDS. 

• Serve about1300 PLWH each year. 
• 1 in 5 patients are homeless or unstably 

housed.  
• Our navigator and housing partner is Cascade 

AIDS Project. 
 



Multnomah County HIV Clinic:  
Who We Serve… 
• 84% of clients are male.   
• 46% of clients are over 44 years old.  
• 30% of clients are persons of color. 
• 20% of our clients have been incarcerated at least 

once in the past two years—many are repeat 
offenders. 

• Most clients have several co-morbid conditions. 
• Our clients have high rates of substance abuse (29%) 

and mental illness (56%).  
 



Our Medical Home Priorities… 
• Engage our clients in all aspects of their 

medical care 
• Remove barriers to care 
• Improve clinical outcomes 
• Improve the patient experience of care 
• Decrease or sustain the cost of care 



 Medical Home Community 



Our Original Medical Home Model…. 



HOWEVER….. 
• This model was not effective with our chronically 

homeless patients. 
• Medical case managers and other staff had huge 

caseloads and limited ability to leave clinic in 
order to find and serve our homeless clients. 

• Community Health Nurses were trained to make 
“home” visits not shelter and street visits. 

• Clinical outcomes (Cd4 and VL) for homeless were 
worse than the average outcomes for all patients. 



How Our Model Changed…. 



Navigators Use the Stages of Change Strategies… 

• Educate on risks versus benefits and positive 
outcomes related to change 

• Identify barriers and misconceptions 
• Address concerns Identify support systems 
• Develop realistic goals and timeline for change 
• Provide positive reinforcement 
• Provide positive reinforcement 
• Provide encouragement and support 

 



Role of Navigator in Engaging & Retaining Persons in 
HIV Care… 

• Establish rapport with clients. 
• Facilitate relationship building between the 

patient and their medical team. 
• Advocate for the needs of clients. 
• Guide the client to develop a series of brief 

interventions/action plans to address barriers 
to care and other issues. 

• Serve as a liaison between client and medical 
team until client has established rapport with 
clinic staff and is firmly engaged in care. 
 

 



Role of Navigator in Engaging & Retaining 
Persons in HIV Care… 

• Attend medical team huddles and semi-monthly case 
consult meetings with the provider team staff. 

• Accompany clients to appointments to facilitate 
access to medical care, substance abuse treatment, 
mental health services, housing and other needed 
services. 

• Work collaboratively with medical case managers, CAP 
housing case managers, and other service providers to 
develop individual client goal plans and provide 
intensive support to clients in carrying out their goal 
plan.  
 

 



QUESTIONS? 
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