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TITLE: 
PATH Home Referral and Linkage 
[image: image2.jpg]
PURPOSE: 
To establish a process for identifying, referring and linkage multiply diagnosed HIV positive individuals to the PATH Medical Home Model.
POLICY:
Through this 5 year SPNS/HRSA Demonstration Project, “Building a Medical Home for Multiply Diagnosed HIV+ Homeless Populations”, UF CARES in collaboration with River Region will develop a Medical Home Model for patients who are homeless or unstably housed.  

Patients will be identified, referred and linked into comprehensive medical care and provided assistance with housing and other services through intensive case management and referral to an on-site clinic within a housing complex. 

As part of the demonstration project, eligible patients may also participate in a multi-site evaluation study to evaluate models of care across nine other demonstration sites.
PROCEDURE: PATH Medical Case Manager
· Receive and process PATH referral

· Complete tracking logs

· Screen eligible PATH clients prior to consenting

· Link clients to medical care and services

· Link to River Region if PATH qualified

· Assure Ryan White eligibility is updated

· Create patient chart within RW format
· Daily communication with UF CARES Peer Navigator regarding client status/updates

· Partner testing

· Referral and linkage to appropriate services

· Link clients to Shand’s card

· Refer to Legal Aide for required services
· Encourage Medication adherence

· Complete food pantry assistance forms

· Assist with obtaining funding for ID

· Linkage to substance abuse and mental health

· Department Of Corrections linkage for eligible PATH clients

· Link to dental care
· Arrange HOPWA assistance

· Link clients to Project AIDS Care eligible case management services

· Home visits

· Develop coordinated PATH Plan Of Care with RRHS every 6 months

· Update RW consents annually

· Complete needs assessment, scoring sheet, and RW Plan Of Care on eligible clients

· Prepare the PATH schedule for clinic

· Communicate with River Region nursing staff with PCP identified clients

· Provide labs, face-sheet, and medication listing for RRHS during clinic

· Assist with arranging transportation for services

· Assist with completion of ALF placement

· Attend PCP/medical visits

· Meet with clients at admission of detox or within the hospital at bedside

· Communicate with outside Ryan White Case Manager on a regular basis to arrange services

· Document all interactions in CAREWARE

· Meet weekly with River Region staff for updates

· Identify barriers

· Presentation of PATH at various functions within the community (PowerPoint)

· Arrange meals for clients at PATH clinic

· Encourage adherence and motivate clients to engage in services
· Participate in multi-disciplinary staffing, bi-weekly team meeting, monthly Ryan White Co-Op training
This publication is part of a series of manuals that describe models of care that are included in the HRSA SPNS Initiative Building a Medical Home for HIV Homeless Populations.  Learn more at http://cahpp.org/project/medheart/models-of-care 
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