Treating HIV at the Intersections of Substance
Use Disorder and Homelessness
JENNIFER K. BRODY, MD, MPH, AAHIVS
BOSTON HEALTH CARE FOR THE HOMELESS PROGRAM

BRIDGING HIV, HCV, & SUD: INNOVATIONS IN THE FIELD WEBINAR SERIES

1

Learning objectives
1. Identify intersecting structural forces that create hypervulnerabilities for homeless
people living with HIV and substance use disorder
2. Define the principle of “design for the margins” and understand how it shaped the
Boston Health Care for the Homeless Program (BHCHP) HIV care model for patients
made most vulnerable by overlapping systems of oppression

3. Describe innovative approaches to close HIV related equity gaps for people with
substance use disorder who experience homelessness
4. Apply lessons learned from BHCHP to your own practice environment or experience
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A Patient Case
Ms. M is a Spanish-speaking woman from Puerto Rico with severe opioid (OUD) and chronic
mental illness (without a clear diagnosis as she has never seen a psychiatrist). She has had
multiple non-fatal opioid overdoses and has lived unsheltered in Boston for the past 12 years.
She was diagnosed with HIV earlier this year.
Ms. M. has worked with various housing case managers for over 5 years. She has been barred
in the past from multiple women’s shelters and now refuses to access them. Her top priority at
every HIV primary care visit is housing.

Boston Health Care for the Homeless Program (BHCHP):
Delivering Care Since 1985
• Founded by the Robert Wood Johnson Foundation
and Pew Charitable Trusts 36 years ago
• Strong partnerships with the Boston medical
community, homeless service organizations, and
city and state government
• Provides care to more than 11,000 homeless adults
and children annually

BHCHP HIV Team Overview and Funding
• Multidisciplinary primary care for approximately 330 people living with HIV,
experiencing homelessness or unstable housing in the Greater Boston Area
• Funded by Ryan White Part A, C, Massachusetts Department of Public Health (via Part
B funding) and Ending the HIV Epidemic (EHE)
• Some of BHCHP wide interventions are funded by Substance Abuse and Mental Health
Services Administration (SAMHSA), as well as foundations and private sources
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BHCHP HIV Program Demographics
• 77% People of Color (40% Black, 37% Latinx, 20% non-Latinx white)
• 22% monolingual Spanish speakers

• 70% men, 25% women, 5% transgender
• Most common mode of transmission: injection drug use (50%)
• 84% with prior or active substance use disorder (SUD)
• 46% active opioid use disorder; 10% active
methamphetamine use disorder
• 75% with diagnosed mental illness
• 10% with incarceration of >30 days in last 12 months
• 100% homeless-experienced (39% homeless/unstably housed;
61% stably housed)
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Boston HIV Cluster
• Rise in cases of HIV among homeless people who
inject drugs (PWID) in Boston beginning in
November 2018
• BHCHP has linked to 91 people who inject drugs and
experience homelessness diagnosed with HIV since
2018
• Many diagnoses occurred during hospital
admissions for drug related health care issues (not
via screening programs)

(Photo: Boston Globe)

HIV Cluster Demographics
Near universal HCV exposure and major mental illness, poor health care engagement,
high rates recent or current incarceration, drugs used include opioids and
methamphetamines (Joint HIV Outbreak in PWID Advisory MA DPH/BPHC, Mar 15, 2021)
BHCHP Linked Cluster Cohort (n=91):
• Near 100 % active SUD + major mental illness + unsheltered homelessness
• Higher rates of women (38%)
• Higher rates of recent incarceration
• Higher percentage of white people (approx. 68%), 12% Black, 16% Latinx

• Younger than general cohort (majority ages 20-44)
8

Our Local Context
Boston’s HIV outbreak is located at the
epicenter of the addiction and overdose crises
in Boston, which included a large encampment
of people who inject drugs (PWID)

(Photo: Jesse Costa/WBUR)

Design for the Margins
“What we tend to do in this world is design for
the middle and forget about the
margins…Actually it’s in the margins that we have
to concentrate our design. If you pay attention to
the margin, and design for them, you cover the
middle. Like a tent…the further out you stake it,
the stronger the structure you get. Why is that?
Because people at the margins are living with the
failures of the systems…So when we design to take
care of them, we build stronger systems for
everyone.”

(Built on bell hook’s from margin to center
theory, Feminist Theory: From Margin to Center)

--Ceasar McDowell (MIT, Interaction Institute for Social Change)
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Underlying Social Justice Principles:
Leading with Race
Homelessness is caused by historical and structural
oppression
• Discrimination in housing, health care, voting,
employment, criminal justice, and elsewhere
These root causes have led to systematic economic
disadvantages
• Long-standing discrimination has limited wealth
production among Black Americans and other people
of color.
Black Americans are vastly over-represented in the
homeless population
• 41% homeless but only 13% gen pop

Home Owners Loan Corporation (HOLC).
Residential Securities Map of Boston, Circa 1938.
Mapping Inequality: www.dsl.richond.edu

Mapping Inequity in Boston
Rate of HIV per 100,000 people in Boston

Home Foreclosure Petitions 2016

Majority Racial and Ethnic
Group by Census Tract 2010

Jail Admissions in 2013 by Home
Address

(Boston Public Health Commission: The Health of Boston 2016-2017; The
Geography of Incarceration, Boston Indicators Project. 2016; AIDSVu)
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Prevalence of Homelessness among PLWH
At least 50% of PLWH with lifetime risk of housing instability

• 9% of PLWH in US were homeless in 2017
• 32% of US Veterans with HIV experience homelessness
• More than 50% of those recently released from incarcerated settings were homeless
The interlocking and mutually reinforcing structural vulnerabilities that predispose someone to
contracting HIV are the very same as those that predispose someone to experiencing
homelessness—structural racism, poverty, gender and sexuality-based discrimination,
incarceration, trauma, mental illness and substance use disorder and related stigma, as well as
other forms of systemic exclusion.
(DHHS NHAS Progress Report 2017; National Alliance to End Homelessness, 2006; and National AIDS Housing Coalition, 2008; National Low-Income Housing Coalition, 2008; HUD
HIV Care Continuum, Moving Forward, Nov 2014; HUD 2020 Summary of Resources)

Building Our HIV Program for the Margins
CORE PRINCIPLES:
• Centers health equity and racial justice
• Non-judgmental, non-contingent expressions of care,
dignity and respect
• Centers survival needs, patient choice and autonomy

• Aims to promote harm reduction and social
connection
• Is located where the people need it
• This has meant a rapid growth in outreach capacity
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Building Capacity for Intensive, Tailored Outreach
• Outreach Nurse Case Managers conduct street-based engagement and directly observed therapy
(DOT)
• HIV Medical Providers provide clinical services at encampments and in low threshold
engagement center
• Outreach Medical Case Manager paired with Outreach RNs to provide support connection to
housing, legal, social services (in addition to clinic-based case managers who can do lower
intensity outreach)
• Highest acuity patients are referred to the Active Retention in Care and Health (ARCH) Program
(staffed by Outreach Social Workers)
• Integrated outreach-based psychiatry and behavioral health clinician

Low Barrier Addiction Treatment
Expanded capacity for same day buprenorphine
inductions for patients with opioid use disorder in
outreach settings
• All HIV team providers have buprenorphine waivers, 4
providers with Addiction Board Certification
• HIV Nurses cross trained to support buprenorphine follow
up care

Partnerships with Boston Medical Center’s Faster
Paths Clinic for rapid (same day) methadone
initiation

Integrated Harm Reduction and DOT Services
• Integrated HIV DOT efforts into existing Harm Reduction
nursing roles
• Overdose response by harm reduction nurses at
encampments/low threshold spaces in partnership with
Boston Public Health Commission Staff
• Naloxone at on site pharmacy by standing order and for
distribution

• Reverse motion detectors in bathrooms to prevent fatal
overdoses
• Walk In Sedation Unit (“SPOT”)

Re-Entry Case Management
Necessary role given high prevalence of incarceration
among people experiencing homelessness and living
with HIV and high rates of loss to follow up post-release.
Broad aim is to provide tailored, intensive case
management for people with recent incarceration during
the re-entry period, and to maintain relationships and
coordination of care during incarceration
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Housing as HIV Treatment
Research studies (including 2 RCTs) have shown that provision of
housing to PLWHAs:
• Improves likelihood of receiving and adhering to ART
• Improves HIV specific health outcomes (preserved CD4 counts,
fewer OIs, improved virologic suppression, improved survival)
• Decreases ER visits and hospitalizations
• Decreases annual medical costs
• Leads to a reduction in high risk sexual and drug use behaviors
(Aidala, et al. 2016; Buchanan et al., 2009; Wolitsky, et al. 2010; Kidder, et al. 2008; Schwarcz, et al. 2009: Aidala and Sumartojo, 2007; Des
Jarlais, et al., 2007; Geman et al., 2007; Stanic, et al. 2019)

Co-located Housing Services at BHCHP
• Co-located housing clinic (pre-COVID)
• Invited existing partner agencies already conducting housing search and advocacy locally in
Boston to meet with patients at BHCHP on a weekly basis
• Complete housing applications/housing histories onsite
• BHCHP case managers assist with all follow up and work with patients to retain housing, set
up home visits once housed

• Embedded Housing Advocate
• Close collaboration with multiple housing providers

Current HIV Program Outcomes
How effective is all this?
94% of patients on ART
93% retained in care
86% with HIV viral load suppression

HIV Viral Suppression by Housing Status:
Ryan White HIV/AIDS Program Nationally
Compared with BHCHP
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Viral Load Suppression among clients served by Ryan White HIV/AIDS Program by Housing Status 2017
N= represents the total number of clients in the specific population.
Viral suppression: ≥1 OAHS visit during the calendar year and ≥1 viral load reported, with the last viral load result <200 copies/mL.
a Guam, Puerto Rico, and the U.S. Virgin Islands.

Unstably Housed BHCHP

(HRSA, RWHAP, Dec 2018)

Key Outcomes for Unsheltered PLWH/PWID
HIV Clinical Outcomes

Percentages

Linked **

84%

Retained **

93%

Viral suppression (linked cluster cohort)
(n=91)

60%

Overall viral suppression with some form of DOT*
(n=26)

62%

Viral suppression with encampment-based daily DOT
(n=13)

46%

Viral Suppression on DOT with extended outreach
(n=13)

77%

OTHER KEY OUTCOMES

• Obtained housing since diagnosis: 18
• Overdose deaths since HIV diagnosis: 2

*DOT inclusive of PEH/PWID including several with chronic HIV
**FY 2020
All other data a/o 12/4/2021

Back to Our Patient Case
•

Ms. M connected to bilingual/bicultural outreach social worker

•

After weeks of engagement attempts, she agreed to start HIV therapy

•

She remains on ART and is virally suppressed initially with DOT

•

She struggled to stay on buprenorphine for OUD due to medication loss/theft and
refused methadone as too strict

•

After over 12 years of homelessness, she FINALLY obtained low threshold housing in a
single resident occupancy unit!
•
•

She is now able to come into the clinic weekly for buprenorphine-related visits and prescriptions
She now manages her own HIV therapy without adherence support

Lessons Learned
•

The principle of “design from the margins” rooted in racial and social justice, can inspire
important transformations in HIV programs to improve care for patients made most
vulnerable by oppressive systems (which improves care for all patients)

•

Understanding and addressing structural barriers and survival needs is critical
• Street-based, multidisciplinary services were essential
• Accompaniment and advocacy roles are critical to negotiating highly stigmatizing systems
and (re)building trust

•

HIV viral suppression for unsheltered people who inject drugs can be achieved but alone is
insufficient in supporting the holistic wellbeing and long-term health our patients deserve
(scalability and sustainability are also issues)

•

Housing is critical and medical interventions alone are not enough!

Ongoing Challenges
•

Lack of low threshold housing with intensive support services

•

Ongoing criminalization of homelessness, drug use, and sex work makes people more vulnerable to
poor HIV (and other health) outcomes

•

NIMBYism (built on racialized stigma) can prevent new housing and support services for this
population and must be addressed with proactive community/stakeholder engagement

•

Siloed and stigmatizing systems (housing, mental health, medical, addiction, legal) prevent
engagement and healing

•

All forms of medications for OUD, including methadone should be available in low threshold venues
(including via pharmacies and primary care)

•

Work force trauma/burnout must be addressed through funded programs

•

Overdose prevention centers are a core (but still missing) evidence-based intervention

Thank You!
JBRODY@BHCHP.ORG

