
Improving Health Outcomes, Moving Patients Along the HIV Care Continuum (Aug 2018) — Page 1 

WEBINAR VIDEO TRANSCRIPT 
Improving Health Outcomes 

Moving Patients Along the HIV Care Continuum 
(RWHAP and other HIV Service Providers) 

15 August 2018 
 

ANGEL JOHNSON: Good afternoon, everyone. My name is Angel Johnson and I will be 
moderating today's webinar on Improving Health Outcomes–Moving Patients Along the HIV 
Care Continuum. This is the fourth and final webinar in this series, brought to you by the HRSA 
Special Projects of National Significance, SPNS, Program. 

So as you can see by the agenda, I will provide a brief overview about SPNS and the integrating 
HIV Innovative Practices Project or IHIP. We will then hear from our presenters who will discuss 
their SPNS HHOMEs initiative. Our first two presenters today are Lisa McKeithan and Shelonda 
Pellam from CommonWell Health and Newton World North Carolina.  

Lisa McKeithan is a director of positive life and the North Carolina Rurally Engaging and 
Assisting Clients Who Are HIV Positive and Homeless Project, NC REACH. Positive Life and NC 
REACH provide HIV/AIDS prevention and treatment services to communities in Southeastern 
North Carolina. Under Lisa's leadership, Positive Life and NC REACH have received numerous 
awards of accolades. And Ms. McKeithan was awarded the National Rural Health Association's 
Outstanding Educator Award for her innovative solutions in implementing the National 
HIV/AIDS strategy in rural communities.  

Shalonda Pellam is youth case manager for the Positive Life Department of CommonWell 
Health and served as the Network Navigator of the NC REACH Project. Her work in a rural 
community health center has enabled Ms. Pellam to balance the role of Network Navigator and 
focus community outreach while assisting with targeted outreach efforts for organizations 
within the community.  

We will also hear from Dr. Deborah Borne from city and county of San Francisco, and Miguel 
Ibarra with San Francisco Community Health Center. Dr. Borne has worked in homeless and HIV 
services as a social worker, researcher, educator, administrator, medical director, and provider 
for almost 30 years. She is currently medical director for the San Francisco Department of 
Public Health Care Coordination Transitions Division and principal investigator and provider for 
the SPNS homeless HIV Help Outreach and Mobile Engagement, HHOME Initiative.  

Miguel is the program manager for HHOME and Getting to Zero Intensive Case Management 
Program at San Francisco Community Health Center, formerly API Wellness. Miguel has worked 
in the field of HIV for the last five years. Originally starting his work as a community health 
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educator and volunteer outreach worker for HIV pap and prevention. Mr. Ibarra has extensive 
experience in San Francisco's HIV resources, linkage to care, patient retention, and clinical 
quality management and improvement. Following these presentations we will open the line for 
questions.  

The SPNS Program is funded through Part F of the Ryan White HIV/AIDS Program, and provides 
opportunities for developing, implementing, and assessing innovations designed to meet 
national goals to end the HIV epidemic and address the evolving nature of our health care 
delivery system. The SPNS program remains current by addressing the emerging issues and HIV 
care in populations most affected by HIV.  

There are currently 57 grant recipients providing clinical and support services to over 9,000 
individuals living with HIV. The SPNS demonstration models contribute to the advancement of 
public health knowledge, and innovations designed to move people living with HIV along the 
HIV care continuum, and ultimately achieve viral suppression. The SPNS Program funds 
initiatives along all stages of the HIV care continuum. From diagnosing and linking individuals 
the care, to medication adherence and viral suppression, and supporting individuals in system 
level chains to achieve desired outcome.  

Initially, the SPNS Program was challenged by finding ways to effectively disseminate 
information about the successful SPNS model care and the lessons learned to help other 
providers replicate these innovations. However, through the IHIP Project SPNS effectively 
promotes markets and disseminate strategies to support optimal implementation of these 
models.  

The IHIP Strategy is used to disseminate SPNS models includes developing tools and resources 
such as implementation manual, intervention guide, and fact sheet. To encourage replication, 
engage stakeholders to increase reach of these tools and provide capacity building assistance to 
support the replication of SPNS intervention model.  

Capacity Building Assistance includes the IHIP Listerv that notifies recipients of new resources, 
trainings, and other upcoming events. Knowledge exchange with our partner organizations to 
raise awareness and help promote this information. Webinar trainings on best practices in 
developing and disseminating SPNS focused publications, and peer to peer sharing of best 
practices like this IHIP webinar series and presentations at various conferences and grant 
recipients meetings to introduce these models and associate resources.  

Here we have a list of IHIP resources that are available on the Target Center. The Target Center 
is a Ryan White technical assistance clearing house where you can find these IHIP resources. 
Please keep in mind that as tools and technical assistance resources become available they'll be 
posted to the Target Center at careacttarget.org/IHIP. So we encourage you to visit the Target 
Center if you haven't and become familiar with it and what it offers.  
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As I prepare to turn things over to Lisa, I'm going to provide you with some information on 
staying connected to SPNS and IHIP. If you have questions about any of the information shared 
during today's webinar or anything related to the replication of SPNS Interventions, please send 
your inquiries to SPNS@HRSA.gov. For additional information on tools and resources you can 
sign up for the IHIP Listerv you can see the latest announcements about IHIP resources and 
webinar trainings. Please visit the Target Center at careacttarget.org/IHIP. And to learn more 
about HRSA and sign up for the e-news letter, visit HRSA.gov. 

Now without further delay, I'm going to turn things over to the day's first presenter, Lisa 
McKeithan with CommonWell Health. Immediately following Ms. McKeithan, you will hear from 
Dr. Deborah Borne with city and county of San Francisco.  

LISA MCKEITHAN: Thank you so much, Angel. Again, my name is Lisa McKeithan. And I am the 
director of Positive Life in NCREACH. And I am so excited to talk to you guys about the amazing 
program. So here is the disclaimer that discusses our project. And throughout our presentation 
I want to give you all an overview of the NCREACH Program. You know, we saw it as the best 
practice and that can be replicated in any rural community.  

I want to talk to you also about the value of having network navigators on your team. By having 
them it allows us to not only better understand our patients, but in ways that how we can 
advocate for them as well. Especially concerning their social determinants of health that affects 
our patients living here in rural communities. And then further we will discuss our results of the 
NCREACH Program. And how the program was able to integrate health care services, housing, 
as well as community outreach and partnerships.  

But first, I want to tell all a little bit about CommWell Health. It first opened it's doors in 1976 as 
a part time migrant health program. We are patients in a medical home and we are a federally 
qualifies health center. At this point now we have 16 locations that offer medical, dental, and 
behavioral health. We have two residential treatment centers. And we also have one mobile 
dental unit.  

If you look at the map there you can see the counties that we do serve. We have a solid mission 
to increase access to comprehensive primary in preventative health care, while improving the 
health status of our community. We're known for building strong and innovative partnerships 
with hospitals and with local medical centers and support services so that we can meet the 
unique needs of our rural community.  

Prior to the SPNS initiative here in our Positive Life Department, we noted a large percentage of 
our patients were experiencing rural homelessness. So that mean that they were living in cars, 
some of them were doubling up with family members or friends. And unfortunately, many of 
them were living in sub-standard housing. Many were likely to be working, and more likely to 
be experiencing rural homelessness for the first time. So we are significantly grateful to HRSA 
for granting us this initiative. Because of it we were able to address the gaps we saw in housing 
in our community through the NCREACH Program at CommWell Health.  

mailto:SPNS@HRSA.gov
http://careacttarget.org/IHIP
http://hrsa.gov/
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NCREACH is a model medical home developing [INAUDIBLE] to provide comprehensive primary 
care and supportive services to homeless and unstably housed HIV positive individuals with 
mental health and/or substance abuse disorders. But the essential program element was having 
network navigators on staff who coordinated the behavioral health services while integrating 
housing and health care services through a comprehensive care coordination team. The 
network navigators were able to tailor their services to address the individual barriers to 
housing our participants.  

And I would like to introduce you to Shelonda Pellam. She serves as our network navigator for 
several years and she did a tremendous job. And it was such an honor to work with her. So 
she's going to tell you a little bit about the day to day functions of the day to day 
responsibilities of the network navigator.  

SHELONDA PELLAM: Thank you, Lisa, for that introduction. I just want to start off by saying that 
the overall goal of a network navigator is to just support the participants find and maintain 
housing. Also a few other key components of the network navigator position was to be the 
main point of contact for the participants. As well as assist with housing coordinating and 
implementation. As well as facilitate access to services, assist in developing housing and care 
coordination resources. As well as working closely with the medical HHOME team here at 
CommWell Health.  

Additionally as a network navigator, I was able to educate the staff here about what was going 
on in the participant's life. Whether it was them staying with a friend last night and didn't get a 
shower, also didn't get a chance to eat or take their medicine. If I just need to let the doctor 
know that, hey, so-and-so was in the streets all night, couldn't make it to his appointment 
today. So the network navigator was really–being the network navigator was such a rewarding 
yet humbling experience for me. So I just also want to say thank you to everyone involved as 
well.  

So next I'm going to just speak a little bit on the integration. So CommWell Health in general, 
prides itself on interdisciplinary care for all patients. So of course it was very natural for 
NCREACH to be a part of all the departments here at CommWell Health, including medical, 
dental, behavioral health. So one way we incorporates integration was be having weekly 
huddles. And these huddles just consisted of the medical care team, which includes the doctor, 
the nurse, the case manager, services coordinator, grief counselor, and we also teamed up with 
behavioral health. We had the substance abuse counselors there, the therapists, psychiatrists.  

And these huddles we just discussed the patient and significant life changes going on, even if 
they're not significant life changes. You know, we just discussed everything with the patient–or 
about the patient, I'm sorry–with everyone who is involved in their care. We also found that the 
participants may have a rapport with one colleague in one department versus someone else. So 
this was also a chance to kind of fill everyone in, just in case one person may have gotten a 
totally different story than doctor or the case manager. So these huddles, for example, were 
just a great communication effort on all parts.  
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Another very important aspect in this project is transportation. Because CommWell Health is in 
rural southeastern North Carolina, many of our patients find it difficult to get to their 
appointments. What NCREACH has done to contribute to addressing this barrier is provide 
transportation to all the patients who need the service. By doing this, we helped eliminate that 
barrier to care.  

You know, transportation also aided in keeping our patients in care because we were always 
there. You know, we would go pick them up wherever they were. We were able to, if they 
didn't want to be picked at their house, we would pick them up wherever they really needed us 
to do so. So in other words, there were really no excuses when it comes to getting to your 
appointments, because we have that service available to all the patients.  

Additionally with transportation, this gave the network navigator a chance to bond with the 
patients and build a rapport. And this also goes back to, you know, just having a strong 
relationship with the patient as well as with the medical care team. Because if they told me 
something that may have been concerning, I was able to go back and let the medical care team 
know about whatever it was that was going on with the patient.  

So here are some of the results from NCREACH. We enrolled a total of 80 participants. At the 
end the viral suppression was 83%. We were able to get 75% of our patients stably housed. And 
we had 74% transition to Standard of Care. We only had 3% of patients that were lost to follow 
up. And as far as behavioral health and substance abuse referrals and completed one visit, that 
was 100% of our clients.  

There's also another piece of data that I want to highlight that's not listed on this slide. And that 
is that at 12 months, 87% of our patients were virally suppressed. And 80% of our patients were 
engaged in HIV care within 180 days. Considering the CommWell Health is in such a rural part of 
North Carolina, those numbers are amazing and fantastic. And it just goes to show just how 
important we feel that our patients are coming. And just how much we value them.  

One other aspect of NCREACH and network navigation is being a part of the community. In rural 
areas it can be very difficult to access services and some of the services that are provided are 
not structured to people who are unstable. So this led NCREACH to create the Community 
Housing Coalition. The strategy was to identify and connect with other resources located in the 
local communities and surrounding areas that offer services that our patients really needed. 
Some of those organizations included The Salvation Army, homeless shelters, United Way, 
Veteran Affairs. We also meet with other substance abuse centers, incarceration centers, other 
HIV counseling and testing clinics, hopla providers, housing providers, including private 
landlords, detox facilities, faith based organizations, vocational rehab, any many other agencies.  

So this meeting actually began as a one time kind of meeting, that actually turned into a 
quarterly coalition. Just because we had so much positive feedback from the very first meeting. 
And you can see in the pictures, that center picture, we just had so much feedback and a lot of 
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these agencies are not aware of other agencies that were also in the community. So it became 
a huge networking event that we would put on, like I said, quarterly.  

And this was also an opportunity to have a conversation with the key stakeholders in our 
community, regarding the social risk and the needs of our community. And this was also 
another opportunity to discuss long term solutions, instead of short term solutions. In short, 
this coalition was more than just community partnerships. But it was a built community system 
to move the public health system to the next level.  

Some of the challenges that we faced with NCREACH was housing instability, which can kind of 
coordinate with hidden homelessness, which we actually found kind of an interesting thing. 
Hidden homelessness, in our area, a lot of our patients weren't aware that they were homeless. 
They considered themselves as not being homeless because they were staying with a friend, or 
they were staying in this place. As long as they had a roof over their head they didn't consider 
themselves homeless. Where we know that without having something in your name or 
something stable and permanent, that does actually make people perceive themselves and not 
being homeless.  

Another challenge we faced was transportation. However, I did mention a couple slides ago 
that we provide transportation. Not only to their medical, dental, and behavioral health 
appointments that we have here at CommWell Health, but we also provide transportation to 
specialty appointments that may have been at UNC Chapel Hill or at Duke or wherever. So 
transportation was an awesome aspect of NCREACH.  

The coordination of behavioral health services, a lot of patients were not aware that they had 
behavioral health issues. They didn't think that they needed to talk to people, or that talking to 
the network navigator or their case manager was considered behavioral health services, when 
in fact, it wasn't. So we were able to get our patients into actual behavioral health services to 
see the therapist and the psychiatrist and get on the medication that a lot of them needed. So 
that's another thing that NCREACH was able to do.  

Addressing the issue of stigma. Stigma. Stigma. Stigma. It is such a huge thing in the south in 
general. Well, the Positive Life Department at CommWell Health is known pretty much 
throughout the local communities here. So the issue of stigma, as far as transportation goes, it 
was relatively difficult to break that barrier, and break down those perceived notions that a lot 
of our patients had. We ran into several instances where patients didn't want transportation 
because they would see the CommWell Health logo on the van. And they would think that if 
they were getting in the van and somebody would see them getting in the van, then they would 
think that they had HIV, when in fact, that's not true. Because CommWell Health is a one-stop 
shop for all kinds of services. So the stigma portion was very big.  

I can actually recall a time when I was driving to pick up a patient. And I had called him the day 
before and we were all set. And he goes, yeah, can't you just pick me up at the Kangaroo down 
at the road. I'm like, yeah, sure. That's totally OK. So I get to our meeting point and he was 
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nowhere to be found. And I didn't know what in the world. It was the time, the place. And I 
called and he's like, yeah, we're going to meet at the back of the store. So I drive around to the 
back. And I'm like, yeah, I'm here now. He goes, OK. Oh I see you. I'm going to come. He gets in 
the van totally dressed as a woman. And when we were just talking in the car and he's like, 
yeah, I just kind of wanted to dress differently. I didn't want anyone to know who I was.  

And you know, we then had a conversation about stigma. And why he felt the need to just 
change his appearance. And it was actually a really eye opening conversation for me. That is 
when I realized just how important it is as public health professionals to continue to be in the 
community to address health concerns, especially with HIV. Because a lot of people still see it 
as a death sentence when it's not. So addressing stigma was difficult but it was so rewarding in 
the end.  

As far as unemployment and underemployment, there was just so many patients who were not 
wanting to be employed. And those who wanted to be employed, they couldn't find a job. And 
that also just goes back to being in the rural south. And a lot of the jobs are in factories and a 
lot of patients had disabilities and can't work in factories. So how we address that was just 
helping patients apply for Medicaid, apply for disability, apply for social services. Just making 
sure they have financials to cover their daily needs.  

And the lack of affordable housing, how we addressed this, well the lack of available in 
boarding affordable housing was the Community Housing Coalition. That was the best way for 
us to address it. We were able to get so many resources and connections for our patients just 
by having this coalition. We were able to meet with private landlords and churches who offered 
assistance for housing and all kinds of resort resources and information that we did not know 
was here in our own backyard. So that is how we deal with that.  

And we're going to actually talk about some of the successes next. And I'm going to have Lisa 
come back on and discuss those.  

LISA MCKEITHAN: Thanks, Shelonda. So I want to talk briefly with you concerning that the 
purpose of NCREACH. So it was through those, as Shelonda spoke about the Community 
Housing Coalition, those meeting and through the community partnerships. And also those 
multi-disciplinary huddles that we were having with the providers here, we were able to 
integrate HIV care and housing in a coordinated intervention. And through that, we were really 
able to create a community system to reduce the duplication of services be unmet needs and 
the barriers to care.  

For community based education we are able to not only provide education to the providers and 
the team members here at CommWell Health, but we were also able to go outside of the 
agency in the community. We were going to health fairs, we were going to churches, we were 
going to revivals. Talking about the hidden homeless. We talking about HIV. We were talking 
about ART prevention, ART prevention, discrimination, and stigma just to educate our 
community.  
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And surprisingly, one of the outcomes that we didn't anticipate was that by our patients being 
compliant with their medical care and taking their medication, they were able to rebuild and 
reconnect with their family members. And that was able to help their support system.  

Sustainability and recommendations. Having the network navigators on staff was essential. Just 
being able to have housing and building those connections and being out in the community is 
something that we recommend. And building those community partnerships. Through those we 
were able to build community and sustainable systems to our patients. And having that 
Community Housing Coalition, just having those partnerships for our patients.  

I know that we were brief so we want to let you know that if you need additional information, 
you can go to these websites. You can see the tools that we used, the policies, and the 
procedures. And it also has job descriptions to learn more about CommWell Health. You can go 
to the website noted there. And to see our intervention manual, which will give you step by 
step the model care that we provided, you can go to those websites.  

And we want to thank HRSA and ETAC and CommWell Health, and the Positive Life team, as 
well as SPNS, and Boston University, and Pillar Consulting and UNC Chapel Hill for all their help 
in implementing this project. And if you would like to contact Shelonda and I about this project, 
please feel free to reach out to us. Our contact information is on the screen.  

And next, I want to introduce to you two of our colleagues from San Francisco Deb and Miguel.  

DEBORAH BORNE: Thank you, Lisa. I'm Deb Borne.  

MIGUEL IBARRA: I'm Miguel Ibarra.  

DEBORAH BORNE: And we're going to talk to you about the Homeless HIV Outreach and Mobile 
Engagement Program. I do want to give a shout out thank you to all the people nationally and 
locally that made this program possible. And specifically the SPNS. We're going to review why 
we did this intervention in San Francisco and some of the background data.  

The HHOME intervention is an intervention on a system level, program level, and the client 
level. We'll review the lessons learned, what worked and didn't work, and some of our spin-
offs, and how we're sustainable. The system data after we applied for our grant money which 
started in 2012-13, this data is from our coordinated case management system. It is not 
homeless data from our count. The national average for HIV is 3% of the population. When we 
started this intervention, 7.5% of San Francisco's homeless population had HIV.  

Starting at the bottom left side, at the end of our intervention 5.2% were HIV positive. Even 
know the number of folks experiencing homelessness had gone up lately. On the far right side, 
you'll see high users. It's a very politically charged and costly population. When we started the 
intervention 16% of the high users were HIV positive. And currently it's 7.7%. The arrows are 
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pointing out what it is now targeting folks that are homeless over ten years and high users 
currently for housing.  

The intervention for HHOME is a trauma informed intervention that operates at the system 
level, the program level, and the client level. The number one complaint that many of our 
clients have said to us over the years, is that the trauma they've experienced at the hand of a 
medical provider, the trauma they've received, a sanctuary trauma when they went to go reach 
services is one of the largest reasons why they were not able to engage in care.  

So San Francisco is very lucky to have amazing innovative program. And we weren't sure why, 
given all the work we were doing, we had such a high percentage of folks that are out homeless 
and not engaged in care. These are all the preliminary HHOME stakeholders that are funded 
from the CDC, SAMHSA, HUD, HRSA, general funded by state and mental health.  

With the community driven intervention and design, and we looked at what the system and 
what the population needed. People were concerned and overwhelmed by the people that 
were not in care. And then also, the population in a clinic that feels like a tsunami. That they 
come in for care and the level of care can't be met at the health center. We created 
stakeholders meetings to design the program and stakeholders meetings during the time of the 
intervention to tweak and change what we're doing.  

The core stakeholders were the program that primarily worked with folks that were 
experiencing homelessness and were HIV positive, or psychiatric homeless services. The first 
thing that we did is get together and see who does what and what our capacities and what our 
programs are. Some programs are only able to take care of medical care and some 
homelessness. Our navigation and link service case management into mobile care. We aligned 
all our programs, communicated what each of us were able to do.  

We came up with QI goals. Of course, getting to zero we all shared. We wanted also to look at 
QI measures that were affecting each of us. We knew that we were pointing fingers at each 
other when things didn't go well with patients. We spent many hours and many e-mails trying 
to figure out who was going to take these patients. And those two measures were our number 
one first goal. Also, if the people that were doing the work, the links navigators and staff, to 
refer patients were happy.  

The last thing that we all agreed on was that we didn't look at acuity with each patient the 
same. And that we want it to set a standard about what we were looking at, what we were 
talking about, and which people needed our care. The city and the team came together and 
borrowed from Massachusetts Department of Public Health HIV Division an acuity index where 
we look at six domains. And we assess each patient for acuity and chronicity. Depending on 
that, we put people in the different programs in San Francisco.  

We also came up with framework interventions that had best practices and harm reduction 
practices that range from clinic based care to mobile care. I wanted to point out one of the 
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most important parts of our intervention was looking at navigation. Where we assessed system 
surfing, stages of change, health literacy, angle of motivation.  

Right now in San Francisco, what it looks like with our HIV care management continuum and 
task force is that we have four levels of HIV medical care and treatment in case management. 
Starting at the right hand side, level zero and one are primary care based programs, mostly in 
four walled clinics. And our panel management to our Center of Excellence that are Ryan White 
funded.  

Moving towards the left, we have increasing mobility to getting to zero and mobile care. I need 
to point out that the level 2 came up after Chrome started. We used to talk about we didn't 
have enough level services to step people down. And I know the intervention is working 
because community stakeholders without me being even involved in creating a level two 
program with our getting to zero general fund.  

Part of the issue that we have when talking about stigma and the need for mobile care and 
services was finding programs and health centers that could work with our population. We 
realized that we needed a framework for primary care. And that a one size fits all medical clinic 
was not possible to get to zero in San Francisco.  

We created different kinds of primary care models. Many of them we had prior to the HHOME 
intervention. And used our framework to figure out which level of care medically the patient 
needs. We have entry programs that work with patients. HHOME is also an entry program. But 
then we have ongoing primary care medical HHOME, based on the clients need.  

The areas that we haven't been able to completely create programs for yet are mobile palliative 
care. How to track patients that are not yet engaged and keep them on our radar. And how to 
address the issue of clients that really do need to be conserved that are out in the community.  

The next step of the intervention with program intervention, how do you create trauma 
informed programs when not one agency had all that was needed to make the HHOME 
program. We also understood that giving the right job to the right agency was critical. Four 
agencies are involved with the HHOME program. Starting at the left hand side, the Department 
of Public Health, Health care for the homeless clinic, Safety Net Center gave two staff members, 
a nurse and a doctor. The health care for the homeless San Francisco outreach team had case 
manager supervision. Transitions division, where I am the medical director, has administration 
care coordination with the AIDS office. And the San Francisco community health center 
supplied the program management, social work, peer navigation, and evaluation.  

But what really made a difference was sharing the in-kind support that you see at the top. But 
what I didn't expect, and the team didn't expect, is the importance of sharing culture. And that 
Health Care for the Homeless understands the one-shot stop model of care. Health Care for the 
Homeless outreach team had shelter beds an emergency stabilization, which we desperately 
needed. But their mobile care culture transforms. Transitions Division places people that are 
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conserved and [INAUDIBLE] cares. But their number one culture change that we brought, how 
do you actually make structure with the complexity of our patients in the system.  

And lastly, having a community based culture made significant difference of how do we deal 
with care and step people down from mobile care to a drop in clinic. And then the clients 
themselves, making sure that they were critical at driving the treatment plan.  

The client intervention targets, I'm putting in quotes, the hardest to serve, because it's the 
current programs that aren't meeting clients’ needs. And people that were not engaged in care. 
So that was our primary intervention. They have to be abusing substances, diagnosed with a 
mental illness, experiencing homelessness. But last from pregnancy down are our special 
populations that the community needed home to care for. HIV negative partners of positive 
individuals are worked with equally as we do their HHOME partner and giving prep to positive 
pregnant women.  

I'm going to review some of our approaches for the intervention, starting at the upper left 
corner at 11 o'clock. We focus our clinical intervention, our trauma informed intervention, at 
the client level at transitions and care. This is where people had higher levels of motivation and 
ready for change. We found a lot of people in the hospital coming out of jail who hadn't been in 
care.  

We also worked and followed people as a client, no matter where they were. Whether they're 
in jail, in the hospital, or in a skilled nursing facility. We would follow them with the treatment 
plan and coach that staff that was caring for our client to decrease stigma and increase their 
locus of control.  

The middle picture is the HHOME bracelet. It came from the idea of one of our patients who 
said when I asked them why they were telling people they didn't have a medical team and we 
were following them everywhere, he said, that I couldn't believe that people loved me and that 
someone was really there for me. I wish there was a way to remember. And he pointed to his 
wrist, like a bracelet. So we created the HHOME bracelet that has our number, the location of 
our drop in clinic, the number for medical case management. And we've had patients end up in 
San Jose, south of San Francisco, and they've been able to call us and locate the patient.  

On the right hand side, all of our services are mobile. The majority of the time if the team goes 
out, they're in pairs and share responsibility for the treatment. So the case manager will help 
with care and I help focus on housing. And we share the responsibility together.  

The next picture is a picture of one the case managers [INAUDIBLE] Thomas and I. And we are a 
one-stop shop. That's an injectable psychiatric medication, where we give the meds on the 
street. As an HIV doctor, I do just as much Suboxone starting in psychiatric medicine treatment 
as I do during HIV meds.  
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The love and affection is one of the main things that we use to deal with the stigma and the 
trauma. Miguel and I are laughing here because we try to remember to do that for each other 
as well. We bring our agenda to the patient. So they might not be thinking about taking blood, 
but that's one of the pictures of one of our nurses where the patient's like, yeah, if you can find 
me, I'll get the blood work. We do a lot of blood work on the street.  

And the bottom corner picture is in a tent where one of our clients was living. And we look at 
adherence, both the treatment plan adherence and the medication adherence from a harm 
reduction perspective. So if someone is not ready to take HIV meds, we start with vitamins, we 
move to psych meds or prophylaxis. And we increase what people are able to do. So what they 
rely on from our program and try to move into independent. We give most people to start 
direct observed therapy, where we bring the medication to them or they come into our drop in 
clinic. And we move to independence if it's possible.  

But we also look at a harm reduction approach to our intervention. This is a tent of a gentleman 
who was given an emergency stabilization room. Emergency stabilization and shelter or in a 
stabilization room or in respite is a critical part of our program. And he took three weeks to go 
into the room. And typically a program would shut off and drop off. And would not allow them 
to go to the room if he waited three months to actually sleep overnight. But we understood 
how hard it was for him to actually go inside. And we took small steps, moving small things little 
bits at a time, until he was able to sleep overnight in a room.  

Lastly, our two other interventions that we just skipped was that we used vouchers for 
contingency management. And the contingencies are up to our patients. And all of our work 
with harm reduction. Miguel.  

MIGUEL IBARRA: All right. So just sort of to look at how HHOME did in the study, so you see 
here two populations. There's the individuals who were able to complete the consent, and the 
other 40% were just clients that were too acute to consent. Our viral load suppression, so 79% 
for people in the study, which is very good, considering the national viral suppression rate is 
about 49%. 66% though for the total, which is great.  

Permanently housed, we were able to successfully place folks that had been experiencing 
homelessness about 83% of those that were completely in the study, and 62% overall. We were 
able to discharge about 70%. And that's actually speaking great of the program because they 
were seeing that clients were actually able to enter in at acuity and were able to successfully 
move to a lower level of care.  

And then, of course, there is some folks that were lost to follow up along the way. But it's a 
relatively small number. And I think what happened is that there are some people that leave, 
but they always have the option to come back. And so we do regularly see clients that sort of 
disengage for a while and then come back in a few months later.  



Improving Health Outcomes, Moving Patients Along the HIV Care Continuum (Aug 2018) — Page 13 

I'm going to talk about some successes, challenges, and sustainability. And a lot of that just hast 
to do with moving HHOME from a study to a standard practice. You know, a lot of it is keeping 
momentum going now that the program has been an established level of care. It's really sort of 
seeing how it fits in the city's service continuum. Programmatically, we're looking at the long 
term impact of supporting clients with high acuity needs, the impact on staff retention, staff 
burnout. And then, you know, there's a lack of support available for people that are newly 
housed, not having enough navigation or nursing time to support our clients when they do drop 
in. Because we do experience a lot drop in with clients.  

And then there's also just the QI principles. And really that just ensuring that we're holding 
standards to the care that we're providing. Not having a strong enough system to really guide 
us to sort of see how our clients are utilizing services. You know, a lot of the workers really just 
getting lost and supporting these clients that drop in. And that's really just a bottom sort of 
thing, addressing the short term goals and the long term goals at the same time. You can get 
stuck, you know, just sort of addressing the short term goals and sort of losing the vision of 
what we're doing over time.  

Systematically, we're looking at the politics of homelessness. And we recently had a mayoral 
election and seeing how the different candidates view homelessness and how they wanted to 
tackle that, and what that meant for us and what we were trying to do. And then not having 
strong enough advocacy for access to health care services. You know, they are going to be as 
responsive for trauma informed. We're looking at the safety net and while it may be strong in 
San Francisco, it's not necessarily wide enough. And that actually impacts the way that we can 
discharge clients and sort of the feeling of knowing that there's not going to be a long term 
equivalent to the service that what we are providing.  

A lot of the work happens when someone's placed inside. And so really finding them a strong 
program that is going to be as responsive and as trauma informed, you know, as the HHOME 
sort of models. Because clients are at a greater risk of eviction once they go inside. And even, 
you know, in disengaging in primary care.  

And so what works? We're providing a service that's not only trauma informed in client centers, 
but most importantly, it's supported within our HIV system. It's demonstrated in our 
coordination, and our calls, and our meetings, and our ability to just quickly meet, discuss a 
client, triage them into the appropriate level of care. And that's really sort of just being what 
level of flexibility a client is going to need and their treatment plan. You know, what are their 
case management needs? What are their navigation needs? How are they going to be to drop 
into a four walled clinic? Or that think they're going to be needed in the field?  

And so when we're looking at our successes and sustainability, I just wanted to point out the 
photo. It's actually a photo of two of our clients who got married. And sort of seeing how they 
can move from one area where they're living on the street and just trying to survive and to 
engaging and sort of having the opportunity to really focus on themselves and develop their 
relationship further in a safe environment.  
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But going back to the service, you know, we've been funded by the city and county. We're 
utilizing federal funds from Ryan White. We're also using funds from the state. And as 
previously mentioned, we have a strong triaging line, our coordination, our task force, where 
we can coordinate services for someone. And that's really helping them have a really smooth 
transition from the hospital, from the jail, and from clinic to clinic if they happen to change their 
medical home.  

And I wanted to just briefly mention our spin-off. And this is really just programs and initiatives 
that have been developed sort of using Deb's expertise and using the HHOME model as a way 
to approach individual experience in homelessness.  

DEBORAH BORNE: I want to say that these programs came from HHOME directly where there 
were gaps in services to bring us to the next level across the city. The first initiative is the 
Getting to Zero intensive case management program that I mentioned, our level two program. 
We have a HHOME Life Skills Program that's a peer lead program designed to help retain 
people in housing to learn skills about life. Encampment Health, which is an initiative that does 
low barrier PrEP, STI testing, and HIV testing. The picture is the coalition in group of community 
providers and medical providers that are out in an encampment.  

We have a pregnant women mobile care program. And we started a social medicine, social 
determinants of health consult service in San Francisco General Hospital, where we're teaching 
emergency room and hospital staff how to work together in teams and how to address the 
social determinants of health in a client's treatment plan.  

MIGUEL IBARRA: And we have some strong partnerships that we were able to build with Safety 
net medical clinic, our psych emergency services, our surveillance system that help us collect 
data and that help drive us on areas that we should be focusing on, our jail health services, 
services for pregnant women, and then nutrition services as well.  

DEBORAH BORNE: This has been exciting. And I could talk about it all day long. We need more 
than 20 minutes. But really, we started off this program feeling that it wasn't the clients that 
were failing, it was the system that failed. And HHOME success is like watching someone climb 
Mt. Everest. The human beings that we serve, their success is from there resiliency. And we 
harness that and pull resources. We integrated the system, we worked between agencies to 
address the system trauma. And we clearly look at the gaps and maintain that as critical as we 
do our direct treatment services.  

MIGUEL IBARRA: So here are some resources, feel free to peruse them on your own time. But 
just quickly, the National Health Care for the Homeless, Matthew Bennett who provides really 
cool trauma informed podcasts, our city wide Getting to Zero Initiative. I would sort of go over 
those resources that we have.  

ANGEL JOHNSON: Thank you. It was a very good presentation. I didn't want to stop you. I was 
hoping you could get through the slides, and I believe that you did. We really just have one 
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minute, but we did get some questions that were put in the chat box. And I want to just quickly 
say that the link on the screen now is what we would like you to use to provide feedback.  

I want to thank all of our presenters for a great presentation. They were all really, really good. I 
do want to try to through very quickly the questions. I noticed that we got questions and the 
presenters were able to provide responses. But for those that are not seeing the presentation, I 
would like to at least quickly go through those. But I'm going to ask you to please make note of 
the link and provide your feedback following the presentation.  

So someone asked to CommWell Health, what do you consider hidden homelessness? And the 
response is individuals living in cars, doubled up with friends or family, living in standard living, 
no electricity, water, or individuals who are aware that their unstable living environment 
qualifies them as homeless. Is the response.  

We have another question. Thank you. Also how does your agency manage the transportation 
van? Was it part of the grant? And our response in, no, we were allowed to utilize company 
vehicles for transportation. And then, how many miles away from the clinics are you picking up 
clients? About four to eight miles. But sometimes it ranges from two to sixty miles probably. 
We cover several counties. During that travel time, the network navigators are able to build 
rapport with the participant. The information gathered was essential during our multi-
disciplinary meeting.  

Another question. My question is, if the health center that I work for would like to get a van, 
what do you recommend going–I'm not understanding–what do you recommend going to the 
grant money or is there another way of doing this? Did we get a response to that? I recommend 
partnering with community agency or faith based organizations to see if someone would 
donate a vehicle, a vehicle or two.  

Miguel made a comment. Low barrier PrEP, if we start PrEP on the street. Miguel, was that in 
response to something?  

DEBORAH BORNE: There was a question about what is low barrier PrEP– 

ANGEL JOHNSON: OK. I see. OK, so what is low barrier PrEP? Low barrier PrEP is we start PrEP 
on the street. Navigations follow up in four walled program, or continue street based care.  

We are a little bit over but I want to give–if anyone has a question they want ask one of the 
presenters, I'd like to give them an opportunity to do that. Or if you have a question you'd 
quickly like to type in. Or if anyone wants to give any more clarity to one of the questions that 
was already asked.  

OK, how was permanent housing paid for? Assistance through our community partners.  
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OK, I want to thank everyone for your participation, for your patience. Thanks our presenters 
for the great presentation. We appreciate it. Thank you all for following us for all of these 
webinars. If you've been participating, we really appreciate it. Both the slide deck and the 
archive webinar recording will be available on the Target Center website. We ask you to please 
allow three to four weeks for the material to be posted.  

So this concludes our SPNS IHIP webinars series. Thank you so much for your participation. If 
you have any additional questions after today's webinar or any of the webinars in this series, 
please do not hesitate to contact SPNS@HRSA.gov. And unless anyone else in the program or 
anyone else has any other questions or comments, then I'm going to close it out today.  

mailto:SPNS@HRSA.gov
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