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TITLE: 
PATH Home Referral and Linkage 
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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 and Ability Housing 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:
1. Eligible patients include the following:

i. At least 18 years of age

ii. HIV positive, and
iii. Homeless, or
iv. Unstably housed, defined as

· Transitional or Supportive housing

· Assisted living facility or nursing home

· Residential treatment center

· Group home

· Motel/hotel

· Staying with friends or family

· Victim of domestic violence, and
v. Mental health diagnosis, or
vi. Substance Abuse disorder

2. Identification 

a.  UF CARES 

i. Medical Case Manager (MCM) identifies patient from Shands Inpatient Services or Emergency Department (ED).

ii. Prevention Coordinator identifies patient during HIV testing & counseling session in ED or via outreach.

iii. MCM identifies patient during UF CARES clinical visit or other contact.

iv. Peer Navigator identifies patient during outreach at targeted areas.

v. Staff completes PATH Home referral form and forwards to UF CARES PATH Home MCM for follow-up.
b. River Region

i. Peer Navigator identifies patient s via outreach activities.

ii. CCM identifies patients during intake process or other contact.
iii. Staff completes PATH Home referral form and forwards to RR PATH Home MCM for follow-up.
c. `
Recruitment strategies include the following:
i. Identification and referral of new and newly diagnosed clients.

ii. Referrals from collaborating agencies.

iii. Existing clients who are out-of-care (MCMs will review a monthly report of individuals out of care for 6 or more months to identify patients who may meet study eligibility criteria.
3. Referral & Linkage Process 
a. Path Home MCM makes contact with patient to complete intake and finalize referral process to link into housing, medical care and mental health/substance abuse treatment.

b. Patient is referred to Project Evaluator as soon as possible, or within 1 week to obtain consent from patient for the multi-site evaluation.

c. If patient meets eligibility for the multi-site evaluation study and is interested in enrollment, the Protocol is followed for specific study activities.
d. Regardless if patient enrolls in multi-site evaluation study, the MCM and/or Peer Navigator proceeds with linkage to needed services.

e. Information related to services provided is entered in CAREWare (PATH Home field is checked)
4. Receiving PATH Services

a.   The PATH Home client will receive services at River Region Human Services. 390 Park St, Jacksonville FL.  The clinic will be held on the 2nd and 4th Thursdays of the month from 1pm – 5pm.

b.   During clinic, each client will have access to Primary Care services (if no other PCP has been selected), HIV Specialty care, Mental Health, Nutrition and Case Management.  

c.   Clients will be offered transportation assistance to and from clinic if needed.

d.   When available, lunch will be provided.   
5. Transitioning out of PATH Program

a. Medical Case Manager and Comprehensive Case Manager will review the PATH Client Individualized Service Plan to ensure client is successfully working towards and achieving goals outlined in plan.  

b. MCM & CCM will review the PATH Flow Check off sheet to ensure the client has been linked to all required services offered by the PATH program

c. The treatment team, to include MSM, CCM, Medical provider and Mental Health provider, will meet to discuss successful transition out of PATH Program. 

d. Once treatment team agree on transition, the MCM and CCM will meet with client and his/her Primary Medical Case Manager (to be selected by client if not already selected) to discuss transition and client follow-ups in the PATH Program.

e. The Peer Specialists will continue to follow with patient as needed to provide support and assist with compliance until client has completed final 18 month follow-up   

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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