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Housing:
A deficit of 

affordable housing 

in the City of 

Atlanta.

Employment:
A high rate of poverty 

and lack of 

employment services 

friendly to PLWH.

HIV Medical Care: 
The second highest 

occurrence of new HIV 

transmissions in the country: 

24.9 new HIV transmissions 

per 100,000 people.

The focus population for the study was 

people living with HIV (PLWH), who are 

out of care (or in danger of falling out of 

care) and are seeking stable housing and 

employment. All demographic 

populations are welcome, with an 

emphasis on the black MSM community. 

Housing:
As access to affordable housing 

diminishes, the task of housing 

homeless patients has become 

more difficult. The City of 

Atlanta needs to increase access 

to affordable housing subsidies 

for PLWH.  

Engagement & Collaboration:
The participants who were most 

successful with regards to housing 

and employment followed an 

individual service plan, developed in 

partnership with their case manager. 

Patient engagement and input were 

major drivers of success.

Clinic Care:
Homeless patients are at a 

high risk of falling out of care 

and missing appointments –

intensive case management 

can mitigate issues and 

support positive health 

outcomes. 

The incorporation of intensive case management with a 

housing first model, helps PLWH address their housing 

instability while working towards employment and 

maintaining consistent medical care. Previous housing 

models have not provided the ability to offer case 

management while searching for housing. This plan 

eliminates barriers and allows patients the comfort of 

searching for work while stably housed and in care. 

Intensive Case Management 

100 Patients Enrolled
50 Housed
10 Receiving Housing Subsidy
60 Participants have income:
44 Employed /16 with Benefits
80 Retained in Care

Housing and employment services fully integrated 
into the agency which previously did not offer 
such services. The agency added four new service 
providers who are dedicated to implementing and 
sustaining the program moving forward. 

POSITIVE IMPACT HEALTH CENTERS 

77% 14% 39%

Erik Moore – Program Manager

Alphonso Mills – Study Enrollment Coordinator

Veronica Kozman – Non-Medical Case Manager

Andrea Flint – Non-Medical Case Manager

H.O.M.E.S.
(Housing Opportunities, Medical, Employment Services) 

African American

White

Hispanic/Latino

Other

Male to Male Sexual Contact

Heterosexual Contact

Injection Drug Use

Male to Male Sexual Contact

and Injection Drug Use or

Other

LOGO

LOGO

According to the CDC, 1 in 51 Georgians will be diagnosed with HIV in their lifetime. This 

fact, combined with no statewide Medicaid expansion and failing rural hospitals, has left 

the state of GA in a position of crisis. The metro Atlanta 20 County EMA (9th largest in 

America) also suffers from lacking or absent services for stable housing, adequate 

employment and accessible transportation.

Housing Urban 

Development (HUD) 

Department of Labor 

(DOL)

Ryan White

Part A / B / C

This project was supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) under grant 

number H97HA31433 Special Projects of National Significance (SPNS) Initiative, Improving Health Outcomes Through the Coordination of Supportive Employment & 

Housing Services, in the amount of $900,000 awarded to Positive Impact Health Centers. No percentage of this project was financed with non-governmental sources. 

This information or content and conclusions are those of the authors and should not be construed as the official position or policy of, nor should any endorsements be 

inferred by HRSA, HHS or the U.S. Government.

Recruitment
SPNS Program 

Screening & Eligibility
Multisite Consent, 

Enrollment & Baseline

Data Collection, Service 
Delivery and Case 

Management

Internal Referrals:
Clinic – Both Decatur & Duluth Locations

Rapid Entry and Prevention
Substance Abuse & Behavioral Health 
Counselors & Interns
Medical Case Managers
Community Health Workers (CHW’s)
HOPWA – Decatur & Duluth Locations

Duluth Center Medical Case Managers

Care Team Model & Weekly Case Conferences 
to Identify Eligible Patients:
Impact (Substance Abuse Outpatient Treatment 

Program)

Medical Case Managers

Behavioral Health Services

Community Health Workers (CHW’s)

Clinic & ADAP

HOPWA

Rapid Entry and Prevention

Partner Agency Referrals:
• AID Atlanta, Grady IDP, AbsoluteCare, 

Aniz, Inc., THRIVE SS, NAESM, Here’s to 

Life, Fulton Co. Board of Health

Walk-In Patients
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Program Manager/Study 

Enrollment Coordinator

• Review referral for 

eligibility.

• Screen patient for 

eligibility into study.

Patient NOT Eligible
• Provide referrals for housing 

& employment opportunities. 

• No ongoing case management 

offered.

NO CONSENT

Program Manager/Study Enrollment 

Coordinator
• If the patient is eligible to receive 

Non-Medical Case Management 

services, introduce the program to 

the patient. Review study details and 

obtain patient consent, if granted.

PARTICIPANT 
CONSENT

Study Enrollment Coordinator
• Administers consent 

paperwork and Baseline 

interview.

• Assigns Non-Medical Case 

Manager.

Non-Medical Case Managers
• Complete Employment and 

Housing screening 

• Provide referrals to housing as 

needed.

• Offer limited case 

management as needed.

Study Enrollment Coordinator & 
Program Manager

• Conduct follow up interviews 

at 6, 12, and 18 months.

• Completes monthly chart 

reviews.

• Manage NMCM referrals and 

workflow.

IT Department / Data Services:
• Generate list of patients with detectable 

viral load, out of care for >6 months or 

more than 2 missed appointments. 

Study Enrollment Coordinator & Program 
Manager:

• Review & Finalize list of patients received 

from the IT Department to determine 

eligibility.

• Contact patients and set appointments for 

screenings.

Non-Medical Case Managers
• Complete Employment and 

Housing screening.

• Enter intensive case 

management based on 

results of assessments.

• Referrals for outside social 

services (food, clothing, 

transportation, shelters, 

sober living, group therapy).

NOT ELIGIBLE FOR THE 

STUDY


